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Chapter 1. INTRODUCTION

The purpose of this report is to provide policymakers, program leaders and staff, health administrators, scientists,
and others with information that may help them understand the nature and extent of illegal drug use, associated
behaviors, and problems that now affect our Nation’s racial/ethnic minority populations and the current non-
Hispanic White majority population. Its content has been culled from the best and most recent reports on
these topics.

Data sources for this report include the U.S. Census and large- and small-scale epidemiological studies that have
been collecting and analyzing data on the incidence, prevalence, morbidity, mortality, and other adverse health
consequences of illegal drug use in the United States, with a general restriction to investigations with ample cov-
erage of two or more racial/ethnic populations. Study sponsors comprise an array of Federal agencies, including
the U.S. Bureau of the Census (the Census Bureau); the National Institute on Drug Abuse (NIDA); the Centers
for Disease Control and Prevention (CDC) and its constituent units, such as the National Center for Health
Statistics; the Department of Education; the Department of Justice; the National Institute of Justice (NIJ); and
the Substance Abuse and Mental Health Services Administration (SAMHSA). NIDA-sponsored research pro-
grams of special prominence in this report include the Monitoring the Future (MTF) project and the Native
American youth surveys conducted by the Tri-Ethnic Center for Prevention Research in Fort Collins, Colorado.
Information on youth’s attitudes toward drugs also is included, based on surveys conducted by the Partnership
for a Drug-Free America via its Partnership Attitude Tracking Survey (PATS).

The context for this report includes major demographic changes now affecting the United States. These changes
started during the 20th century and will persist through the current century. For example, by 2030, racial/
ethnic minorities are expected to constitute one-half of the K—12 student population of the United States. In a
complementary demographic shift, the non-Hispanic White share of the total U.S. population is expected to
decline from 75 percent in the early 1990s to 60 percent in 2030, 50 percent between 2050 and 2060, and
40 percent by 2100. By that year, non-Hispanic Whites will have become a racial/ethnic minority population of
the United States (U.S. Bureau of the Census 2000a). This demographic transformation of the U.S. population
and the composition of its minority populations warrant the attention of our policymakers and program planners,
who must help our Nation understand and cope with the changing social and demographic context of our daily
lives at home, in the workplace, and in our communities.

An historical perspective provides further context for this report. After the Second World War, medical, non-
medical, and extramedical domestic use of legitimate pharmaceutical products increased. These products,
available over the counter or by prescription, included over-the-counter benzedrine inhalers and amphetamine-
containing diet pills, as well as over-the-counter and prescription sedative (calming) and hypnotic (sleep-
enhancing) medicines containing barbiturates and newer synthetic drugs. There was no assertion of a strong
association linking use of these drugs to racial/ethnic minorities. Sustained problems associated with extramedical
use of these drugs and concerns about potentially burgeoning use of heroin, marijuana, and LSD fostered a
renewal of Federal interest.

In the United States, the era of military conflict and war in Vietnam was marked by an increase in marijuana
smoking and LSD use, in addition to continued problems with psychostimulants and sedative-hypnotic
medicines. New illegal drug use patterns surfaced in the form of recreational use of methylenedioxymetham-
phetamine (MDMA, “ecstasy”) and other hallucinogenic and psychostimulant drugs (e.g., mescaline and crystal
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methamphetamine) and cocaine hydrochloride powder (e.g., see National Commission on Marihuana and

Drug Abuse 1972, 1973).

During the early 1970s, the complex social context of illegal drug use was recognized in the work of a new
National Commission on Marihuana and Drug Abuse, which identified marijuana smoking and other illegal
drug use as a “signal of misunderstanding” between the generations and diverse subgroups of our Nation
(National Commission on Marihuana and Drug Abuse 1972, 1973). However, despite important scholarly
and empirical contributions to our understanding of illegal drug use in the United States, the results of the
commission’s work mainly were seen in isolated changes of local and State policies toward marijuana use and in
general improvements within the Federal apparatus for nationwide surveillance of illegal drug use and renovation
of Federal responsibility for support of drug-related services and scientific research on illegal drug use.

The Federal surveillance apparatus fostered by the National Commission on Marihuana and Drug Abuse proved
to be a robust contribution, in part because surveillance responsibilities soon were housed within newly estab-
lished, science-oriented NIDA, before it became part of the National Institutes of Health (NIH) in 1992. One
of the benefits of this work was a much-improved base of evidence on the epidemiology of illegal drug use and
drug problems in the general population, starting with a national survey of illegal drug use completed for
the commission in the early 1970s. After NIDA was formed in 1974, the first national survey of household
residents evolved into a survey series that became the National Household Survey on Drug Abuse (NHSDA).
This survey now is the major instrument for epidemiological surveillance of illegal drug use in the United States

and is the responsibility of the Office of Applied Studies (OAS) within SAMHSA.

For its part, the former Bureau of Narcotics and Dangerous Drugs and current Drug Enforcement
Administration (BNDD/DEA) fostered development of the Drug Abuse Warning Network (DAWN), a form
of early sentinel surveillance to detect emerging patterns of illegal drug use that pose hazards to public health
and safety. Once developed by BNDD/DEA, DAWN surveillance responsibilities were transferred to NIDA
and then to OAS within SAMHSA. In use for about three decades, DAWN collects and reports information on
casualties secondary to illegal drug use. Sources for this information are autopsy records of medical examiners
and clinical records of hospitals with emergency rooms that have responsibility for management of drug
overdoses and other drug-related emergency crises such as bad trips and acute infectious diseases.

Illegal drug use by high-school seniors also was recognized by the national commission as an important topic
for surveillance, due in part to a recognition that the future leadership of any country depends heavily on its
secondary school graduates. Soon after the first national survey of illegal drug use among secondary students,
the University of Michigan inaugurated the MTF series of surveys of 12th-graders in 1975. These surveys were
accompanied by a series of annual reports and monograph-length books based on a NIDA-funded repetition of
the annual surveys for over 25 years. In recent years, the MTF surveys have expanded to include samples of

8th, 10th, and 12th grade.

After a decade of sustained surveillance via NHSDA, DAWN, and MTE, the Anti-Drug Abuse Act of 1986 and
the Anti-Drug Abuse Act of 1988 fostered a deliberate focus on the illegal drug use of racial/ethnic minority
populations and patients in drug treatment programs. Epidemiologic data about alcohol and other drug use
among youth and adult minorities have slowly been emerging, but more attention is needed to adequately
understand the nature and scope of illegal drug use and associated problems for these populations.
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From these surveillance systems and specialized studies, we have learned that population subgroups experiencing
high rates of illegal drug use and associated problems often are constrained by limited employment opportunities,
poverty, illiteracy or low education level, and other unhealthy environmental conditions, such as disadvantaged
neighborhoods and lack of social capital (Anthony and Helzer, in press for 2002). For some drugs (but not all),
the prevalence of illegal drug use sometimes is higher in urban areas than in suburban or rural areas. Because
minorities, particularly African Americans and Hispanics, often are concentrated in central city areas, one might
think that they are at greater risk for illegal drug use and, ultimately, more at risk for associated negative social
and health consequences. This report examines these and other preconceptions about racial/ethnic minority
populations in the United States and includes a careful selection of published evidence on the subject.

DEFINITION OF RACE AND ETHNICITY

Any serious treatment of the topic of illegal drug use and racial/ethnic minorities must address current definitions
of race and ethnicity, which are under increasing scrutiny. In addition, measurement procedures for race and
ethnicity are changing as these concepts evolve. For example, in the U.S. Census, administrative statistics, and
research projects, the head of a household or individual respondents are permitted to identify themselves in
designations of race and ethnicity. Congruent with this approach, many scientists assert that race is a mere
“social construct” and claim that the boundaries between different races depend more on perceptions within a
social psychological context and less on fundamental biological differences. A similar claim is advanced in the
argument that genetics research has successfully delegitimized claims that races are categorically distinct human

groupings (e.g., see Begley 1995; Condit et al. 2001).

Although prominent in standard vital statistics and disease surveillance operations for almost two centuries, our
concepts of race and ethnicity represent a longstanding source of social controversy. Definitions and measure-
ment procedures for these concepts continue to vary considerably by investigation, with no strong consensus to
support one concept or approach over another, even in programs directed toward conditions with race-lined
genetic susceptibilities such as sickle-cell disease (e.g., see Condit et al. 2001).

In the United States, administrators responsible for national-level vital statistics and disease surveillance systems
tend to steer clear of the controversies that arise in discussions of race and ethnicity. They generally have
followed the standards outlined in Statistical Policy Directive No. 15, issued by the Office of Management
and Budget (OMB) (U.S. Department of Commerce 1978). More recent standards have been issued,' which
are being incorporated as revisions of the national-level vital statistics and disease surveillance systems. However,
the data available for this report largely were gathered using protocols based on the prior standards for classifi-
cation of race and ethnicity.

According to the 1978 directive, the four primary racial categories are American Indian/Alaska Native,
Asian/Pacific Islander, African American or Black, and White. The directive identifies Hispanic origin as an
ethnicity, which in this context is defined as the nationality group or country of birth of a person or a person’s
parents or ancestors before arrival in the United States. Persons of Hispanic origin may be of any race.

1«

Recommendations from the Interagency Committee for the Review of the Racial and Ethnic Standards to the Office of
Management and Budget Concerning Changes to the Standards for the Classification of Federal Data on Race and Ethnicity.”
Federal Register (62 FR 36874-36946), July 9, 1997.
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The definitions for the four race categories, as specified under Directive No. 15, are as follows:

- American Indian/Alaska Native—a person having origins in any of the original peoples of North America
who maintains cultural identification through tribal affiliations or community recognition;

« Asian/Pacific Islander—a person having origins in any of the original peoples of the Far East, Southeast
Asia, the Indian subcontinent, or the Pacific Islands;

« Black or African American—a person having origins in any of the racial groups of Africa; and

» White—a person having origins in any of the original peoples of Europe, North Africa, or the Middle East.

These race categories may be combined with an ethnicity definition that distinguishes Hispanic individuals
from those who are non-Hispanic, in accord with Directive No. 15:

- Hispanic—a person of Mexican, Puerto Rican, Cuban, Central or South American, or other Spanish
culture or origin, regardless of race.

Although these classification standards from 1978 have been used in many projects, they have been criticized
for their failure to reflect the growing diversity of our Nation’s population and their lack of sensitivity to dis-
tinctions within the broadly stated groups (e.g., subgroups within the Asian/Pacific Islander and American
Indian/Alaska Native groups). During the last decades of the 20th century, immigration to the United States
from Mexico, Central and South America, the Caribbean, and Asia reached historic proportions. In addition,
as a result of the increase in interracial marriages, the number of persons born of mixed race or ethnicity has
grown. Directive 15 also has been criticized as failing to be scientific. In response to these and other criticisms,
OMB initiated a new review of the classification standards for data on race and ethnicity in June 1993.

As part of the review process, OMB established the Interagency Committee for the Review of the Racial and
Ethnic Standards in March 1994 to facilitate Federal agency participation in the review process. The committee’s
30 members were employees of the agencies that represent the diverse Federal needs for data on race and
ethnicity, including statutory requirements for such data. Two major elements of the process were (1) public
comment on present definitions and (2) research and testing to assess the possible effects of recommended
changes on the quality and usefulness of the resulting data. The goal of the committee’s work was to produce
definitions resulting in consistent, publicly accepted data on race and ethnicity to meet the needs of the Federal
Government and the public, while recognizing the diversity of the population and respecting individual dignity.

This section details the Interagency Committee’s recommendations for changes in racial and ethnic categories
for use by the U.S. Government. The Census Bureau incorporated many of these changes into the 2000 census.

According to the Interagency Committee’s recommendations, the minimum categories for data on race and
ethnicity or Federal statistics and program administrative reporting are defined as follows:

 American Indian or Alaska Native—a person having origins in any of the original peoples of North and
South America (including Central America) who maintains cultural identification through tribal affiliations
or community recognition;
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- Asian or Pacific Islander—a person having origins in any of the original peoples of the Far East, Southeast
Asia, the Indian subcontinent, or the Pacific Islands. These areas include, for example, China, India, Japan,
Korea, the Philippine Islands, Hawaii, and Samoa;

« Black or African American—a person having origins in any of the Black racial groups of Africa;

« Hispanic—a person of Mexican, Puerto Rican, Cuban, Central or South American, or other Spanish
culture or origin, regardless of race; and

» White—a person having origins in any of the original peoples of Europe, North Africa, or the Middle East.

The recommended changes for data collection also include an emphasis on data quality. The committee
recommended that when race and ethnicity data are collected separately, ethnicity data should be collected first.
In addition, the minimum designations for ethnicity and race are as follows:

« Ethnicity
— Hispanic origin

— Not of Hispanic origin; and

e Race
— American Indian or Alaska Native
— Asian or Pacific Islander

— Black or African American

— White

In addition, persons are allowed but are not required to report more than one race. A minimum of one additional
racial category, designated “more than one race” has been recommended to report the aggregate number of
multiple race responses. This classification system allows for the collection of data on special subgroups, such as
“Hispanic and one or more races” and “More than one race.”

For the full text of the committee’s analysis and recommendations, readers should refer to Appendix 2 of the
Federal Register for July 9, 1997. These recommendations, designed to provide minimum standards for Federal
data on race and ethnicity, address options for reporting by respondents, formats of questions, and several
aspects of specific categories, including possible additions, revised terminology, and changes in definition. The

Census Bureau has provided an overview of its implementation of these recommendations for the 2000 census
(U.S. Bureau of the Census 2001a).

The following population statistics and information on drug use among members of each race/ethnicity are
summarized from existing reports and provide a context for the data discussed later in this report. A summary of
Asian/Pacific Islander information is provided for completeness only; data available on drug use within this seg-
ment of the U.S. population remain very limited, although promising new investigations are being conducted
by OAS within SAMHSA and by investigators supported by NIH and CDC.
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Notwithstanding the importance of summarizing national statistics in terms of broadly defined racial and ethnic
subgroups, this report takes for granted that considerable heterogeneity and variation exist within the several
racial groups and ethnic categories used in reporting statistics from recent surveys. Throughout this report, we
draw the reader’s attention to the clear heterogeneity and variation within minority populations of the United
States. Statements that might be true, on average, for these aggregated populations may be wholly untrue for
individual subgroups within the aggregate. For example, we know considerably more about the illegal drug use
of American Indians than that of Alaska Natives. Broadly stated generalizations about the aggregate category
for “American Indian/Alaska Native” populations may hold for some tribes of American Indians but not for
others, or may hold for American Indians in general but not for Alaska Natives. Distinctions of this type, and
the possibilities for variation within aggregate minority populations, are essential to remember, even as we make
use of the aggregations to understand health disparities that might exist within and across racial and ethnic
populations of the United States.

The report also is informed by a NIDA position statement on health disparities and the relationships between
health disparities and the use of tobacco, alcohol, and illegal drugs. A copy of this statement is found in
Appendix 1.

American Indians/Alaska Natives

At the turn of the century, 220,000 American Indians/Alaska Natives lived in the United States; the 1990 and
2000 census counts indicate that this population had grown to approximately 2 million, two times the 1970
count (U.S. Bureau of the Census 1991, 2000a). This exceptional increase may be traced to improved health
care for all ages, a robust birth rate, reduced infant mortality, and possible greater willingness to report Native
American ancestry in each of the most recent decennial census enumerations.

Several social and demographic facts are pertinent. For example, in 1994, the birth rate among American
Indians/Alaska Natives was 13 percent higher than that of the country at large (U.S. Bureau of the Census
1996). The median age of the American Indian/Alaska Native population was 24.2 years in 1990, compared
with 34.4 years for U.S. Whites (Indian Health Service 1994). Sixty-two percent of American Indians now
live away from traditional native communities or reservations, and most groups are small with not much
land (Robbins 1994). Indian culture and physical characteristics, though believed by many to be homogeneous,
are best described as diverse. By the mid-1900s, there were more than 300 federally recognized tribes
(Hirschfelder and Montano 1993). By 1997, there were more than 550 federally recognized tribes (U.S. Bureau
of Indian Affairs 1997).

Serious concern exists that American Indian/Alaska Native populations have not been well represented in
national statistics and surveillance activities for drug involvement (e.g., too few American Indian/Alaska Native
participants in the surveys). In addition, the statistics and surveys generally have not attended to suspected
variation in drug involvement within and across tribal groups in this minority population. Responding to these
concerns, NIDA has sponsored research at the Tri-Ethnic Center for Prevention Research in Fort Collins,
Colorado, and other studies designed to include specific coverage of American Indian or Alaska Native minority
group members. These studies have suggested heavy use of alcohol, tobacco, and other drugs as serious public
health problems within these populations (Beauvais et al. 1989; Blum et al. 1992; Fleming et al. 1996; Indian
Health Service 1994; U.S. Department of Health and Human Services 1998; Stillner et al. 1999). Some
research indicates more excessive drinking and illegal drug use among American Indians and Alaska Natives than
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among most, if not all, other racial/ethnic minority groups in the United States, even when the younger median
age of the American Indian/Alaska Native population group is taken into account (U.S. Office for Substance
Abuse Prevention 1990; Bachman et al. 2001).

Excess prevalence of illegal drug use in the American Indian/Alaska Native population also is suggested in evidence
from the most recent NHSDA, from calendar year 2000. According to NHSDA 2000, an estimated 14 million
Americans age 12 and older were active and current illegal drug users (i.e., with a history of using drugs illegally
during the 1-month interval before survey assessment). Estimated as a proportion, this value for “past month”
or “current” use is slightly more than 6 percent of the total population age 12 and older. The corresponding
survey estimate for active and current illegal drug use among American Indian/Alaska Natives is 12.6 percent
(Substance Abuse and Mental Health Services Administration 2001b). In surveys focused solely on young people,
prevalence estimates for drug involvement in the month before assessment also show that American
Indian/Alaska Native youth use marijuana, cocaine, cigarettes, and alcohol at two or more times the observed
values for Hispanic and non-Hispanic Whites and Blacks. In a recent study of young adolescents in North
Carolina, cumulative occurrence of alcohol, tobacco, marijuana, and other drug use among American Indians
exceeded the occurrence rates observed for non-Hispanic White and African-American groups (Federman et al.
1997). According to the national MTF study, by 12th grade an estimated 40 to 52 percent of American
Indian/Alaska Native students smoke tobacco. Corresponding values for African-American students range from
10 to 20 percent (Bachman et al. 2001).

The higher prevalence values observed for American Indian/Alaska Native populations have been described by
Robbins (1994) as cutting across many different subgroups of this aggregate category, affecting both sexes,
and possibly nourishing cycles of poverty and disease. Regrettably, American Indian/Alaska Native youth have
been observed to begin using tobacco cigarettes and alcohol at an earlier age than their White counterparts
(Young 1988) and to try marijuana at an earlier age than White youth (U.S. Office for Substance Abuse
Prevention 1990).

We already have mentioned the theme of heterogeneity or variation within aggregate racial/ethnic minority
populations of the United States. The national statistics reported in this chapter and throughout this report are
based mainly on data for American Indians, with few Alaska Natives included in the national surveys. Although
several important recent focused studies of Alaska Native populations have been done (e.g., Stillner et al. 1999),
it is difficult to compare results from these studies with those from nationally representative sample surveys
because of differences in sampling plans, assessment methods, and other details of approach. Indeed, in reports
from recent student surveys conducted for CDC, the prevalence of drug involvement among Alaska Native
students was not found to be appreciably different from that of other students living in Alaska (Alaska
Department of Health and Social Services 1995). For such reasons, it is not now possible to make a compre-
hensive comparison of illegal drug involvement and associated problems for subgroups within the American
Indian/Alaska Native population. It is important to remember that statistical summaries about this population
may be true, on average, but may not apply to specific individual tribal groups or other subgroupings within
this population. Written with the hope that readers will keep this issue firmly in mind, the remainder of this
report highlights comparisons between population-averaged values for the American Indian/Alaska Native
population as a whole and corresponding population-averaged values for the other major population groups of
the United States.
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Asian/Pacific Islanders

Asian/Pacific Islanders comprise more than 60 separate racial/ethnic groups and subgroups. As was true for the
American Indian/Alaska Native population, these groups are heterogeneous and considerable variation exists
within the aggregate category described by the term “Asian/Pacific Islander” (Sue 1987). This heterogeneity
encompasses dramatic variations in drug involvement (e.g., see National Center for Health Statistics 2000; U.S.
Department of Health and Human Services 1998), not only within the continental United States, but also
across subgroups as diverse as the Chamorro people of Guam and the Commonwealth of the Northern Mariana
Islands (CNMI), native Hawaiians, the Samoans of American Samoa, and the Yapese, Chuukese, Kosraeans,
and Pohnpeians of the Federated States of Micronesia.

Several illustrations underscore the heterogeneity within the broad Asian/Pacific Islander category used in the
U.S. Census and in surveillance operations of the Federal Government. During the late 1980s and early 1990s, on
Guam and Saipan in the Mariana Island chain of western Micronesia, serious outbreaks of methamphetamine
use occurred in the form of “ice smoking,” fueled by major supply lines from the Philippines and Japan, and
coincident with early growth of Hawaii’s methamphetamine problems (Furr et al. 2000). Despite regular travel
between Hawaii, Micronesia, and Samoa, and within Micronesia, ice smoking never has posed major public
health or safety problems in the more eastern parts of Micronesia such as Pohnpei, Chuuk, and Kosrae,
nor in American Samoa, where methamphetamine trafficking and use has been observed in no more than
limited outbreaks.

In addition, for decades, the chewing of betel nut for psychoactive purposes has been a common daily practice
in the CNMI, Palau, and other parts of western Micronesia. However, betel nut has become a growing public
health concern on Pohnpei and Chuuk in eastern Micronesia only within recent years and has had little salience
on the islands of American Samoa or Hawaii. Drinking of intoxicating beverages derived from Piper methysticum
(kava, sakau-en-Pohnpei) has receded from a former visible prominence in daily life for most residents of Tutuila,
the most populous island of American Samoa. Yet it still is prominent within nearby Western Samoa and to
some extent within the Manu’a island group of American Samoa and has become a public health concern on
Pohnpei (but is not common within the nearby states of Kosrae and Chuuk). Drinking of such beverages may
be increasing in the Hawaiian islands, but it is rare within the Commonwealth of the Northern Mariana Islands

and Guam (Arria and Anthony 1999).

When the statistics on different groups are aggregated into a single category, it is possible to say that during the
1990s Asian/Pacific Islanders had one of the fastest growth rates among all racial/ethnic groups identified by the
Census Bureau. In recent years, Southeast Asian refugees, Filipinos, and Koreans have been the fastest growing
Asian groups. To the extent that people of Southeast Asian, Filipino, and Korean heritage retain distinctive
patterns of alcohol and other drug use, changes of this type will be accompanied by changes in the alcohol and
other drug use patterns of the Asian/Pacific Islander subgroup as a whole (Kim et al. 1995).

Until recently, information on drug use among Asian/Pacific Islanders generally has come to us from isolated
surveys conducted by individual researchers, although recent increases in sample size for national surveys now
provide greater coverage of drug involvement within this group. For example, based on the most recently
published data from NHSDA 2000, it is possible to perceive important variations within the Asian/Pacific
Islander population. As stated above, slightly more than 6 percent of Americans age 12 and older are current
illegal drug users, and the corresponding value for American Indian/Alaska Natives is 12.6 percent. For
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Asian/Pacific Islanders, the value is 2.7 percent. Notwithstanding the overall low value for Asian/Pacific
Islanders in general, it is noteworthy that an estimated 6.9 percent of Korean Americans are current illegal drug
users, a value that is not appreciably different from the population mean or average value for all persons
(6.3 percent). For Chinese Americans, the corresponding estimate is just 1 percent; for Asian Indian Americans,
2.1 percent; for Filipino Americans, about 3 percent; for Vietnamese Americans, 4.3 percent, and for Japanese
Americans, 5 percent (Substance Abuse and Mental Health Services Administration 2001b).

The main reason for this increased resolving power of the NHSDA findings for Asian/Pacific Islander subgroups
is a recent major increase in the survey’s sample size. For the most part, nationally representative sample surveys
with 4,000 to 5,000 respondents will have a resolving power that yields reasonably precise estimates for the most
populous Asian/Pacific Islander subgroups of the United States, such as Chinese and Vietnamese, but even
larger samples are needed to disaggregate the statistics for Korean, Japanese, and other Asian heritage subgroups
not listed specifically. In the near future, D.T. Takeuchi and colleagues will have completed a nationally repre-
sentative sample survey of the larger Asian- and Hispanic-American population subgroups, which will provide
national estimates on illegal drug involvement to compare with and augment current estimates from the
NHSDA (D.T. Takeuchi, “National Latino and Asian American Study,” National Institute of Mental Health
[NIMH] grant MH62207, 2000).

The just-described estimates from NHSDA 2000 are generally consistent with a widely held belief that illegal
drug use among Asian/Pacific Islanders occurs less frequently than for other segments of the U.S. population,
although it is noteworthy that estimates for Korean Americans and Japanese Americans are not too different
from the general population estimates. Until recently, it was thought that the underrepresentation of
Asian/Pacific Islanders among alcohol and other drug users in general population surveys might have something
to due with social stigma and a possibility that Asian/Pacific Islander American drug users are less likely to
self-identify or pursue treatment services because such services are culturally inappropriate (Kuramoto 1994).
Indeed, when cross-national comparisons of prevalence of problem drinking and alcohol dependence have been
made, men in certain Asian countries (e.g., South Korea) have been observed to have extremely high values
compared with men in the United States and most other countries (Anthony and Helzer 1995). Nonetheless,
especially with illegal drug use, recent epidemiological survey data indicate that prevalence of drug involvement
actually is generally lower among young Asian/Pacific Islanders than among White non-Hispanic American
residents. This finding holds not only for NHSDA surveys but also for those of school-attending youths
(e.g., see Bachman et al. 2001). Of course, because all results from these surveys are based on self-report data,
concerns about variation in cultural values and social stigma have not been completely ruled out. These
variations, in part, may account for some of the observed low prevalence values for certain Asian/Pacific Islander
populations in the United States.

Within this report, it occasionally has been necessary to classify Asian/Pacific Islanders within the residual
“Other” category for individuals who do not meet the criteria for Hispanic or non-Hispanic Whites or Blacks.
This aggregate “Other” category is needed when specific estimates for Asian/Pacific Islanders are not possible
(e.g., because sample size has been too small in all but the most recent surveys of illegal drug use). For many of
the heterogeneous subgroups collected together within the “Other” category, this practice of aggregation can
change with increasing availability of larger NHSDA sample sizes, with aggregation across years of the NHSDA
surveys (e.g., see Delva et al. 1998; Obot et al. 1999; Obot and Anthony 2000), and with completion of

studies such as the NIMH-sponsored national survey of Latinos and Asian Americans mentioned above.
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African Americans

As is the case with Asian and Pacific Islander populations of the United States, our national statistics tend to
convey information about African Americans in a single grouped category, despite what we know of the con-
siderable heterogeneity within African-American communities of the United States. National statistics on illegal
drug use now generally fail to reflect this heterogeneity. It is only within smaller specialized and possibly non-
representative studies that we can gain a picture of variations that exist across citizens of African heritage who
have been U.S. residents for more than 200 years versus recent African-heritage immigrants from communities
as diverse as Butajira in Ethiopia, where kbat use is common (Alem et al. 1999), or Sao Paulo in Brazil, where
the inhalant /znca is used by young people (Mesquita et al. 1998). There are some recent national surveys in
which the investigators have attempted to study heterogeneity in mental health and drug problems across
African-American subgroups defined in terms of Hispanic and Caribbean origins (e.g., J.S. Jackson, “National
Survey of African American Mental Health,” NIMH grant, 1999). Data from these surveys are not yet
available for presentation in this year’s report.

Summarized in relation to an aggregate category for all members of the subgroup, non-Hispanic African
Americans comprise 12.2 percent of the total U.S. population (U.S. Bureau of the Census 2000). The non-
Hispanic African-American share of the total U.S. population is expected to increase to 13 percent by 2030 and
to remain stable at that level through the 21st century (U.S. Bureau of the Census 2000a).

The recent NHSDA 2000 prevalence estimates for recent illegal drug use are roughly equivalent for non-
Hispanic African Americans and Whites: slightly more than 6 percent of these population members qualify as
active and current illegal drug users in the month before survey assessment. By comparison, African-American
high-school seniors consistently have been found to have lower estimates than White high-school seniors for
prevalence of alcohol, tobacco, and other drug use. This finding also is true among African-American youth in
lower grades, where less dropping out has occurred.

Without contradiction of these findings, it can be said that illegal drug use and drug trafficking continue to be
major problems within African American communities of the U.S. (Johnston et al. 2001a-¢; Ensminger,
Anthony and McCord 1997). Some studies have given an impression that African Americans who use alcohol
and other drugs experience higher rates of drug-related health problems than do users from other ethnic groups
(e.g., see Herd 1989). Other studies indicate that the estimated rate of transition from drug use to drug
dependence is not generally greater for African Americans, even for those living within inner city neighborhoods
(e.g., see Anthony et al. 1994; Ensminger et al. 1997). There is some reason to believe that general impressions
about African Americans and drug problems are based on partial evidence, traced back to racial profiling and
other administrative practices that lead to overrepresentation of African Americans in criminal justice statistics
and in public drug treatment programs where admissions draw heavily on referrals from the courts (e.g., see
Blumstein and Beck 1999). Concern also has been expressed that African-American youth might be less willing
to participate in surveys and less likely to provide accurate information about their drug-using histories.

For these reasons, it is important to note that the illegal drug-taking experiences of African Americans might be
disproportionately underrepresented in some of the data sources used in this report, including surveys such as
the MTF study. Lillie-Blanton et al. (1993) and others have expressed concern that findings from these data
sources may not accurately reflect the true nature and extent of the drug use problems in this population.
Wallace and Muroft (2002) have added important new information on the possibility of race-related conditions
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of risk and protection against illegal drug use, with a focus on the experience of African-American children
and teenagers.

Hispanics

The report already has mentioned heterogeneity within the broad categories of American Indian/Alaska Natives,
Asian/Pacific Islanders, and African Americans. To be sure, the same heterogeneity characterizes the Hispanic
American segment of the U.S. population, as well as the non-Hispanic White population. For example, Sokol-
Katz and Ulbrich (1992) observed no relationship between family structure and alcohol or drug use among
adolescents of Cuban heritage, but found that Mexican and Puerto Rican youth had more drug involvement
when they were living in female-headed households. Freeman and colleagues (1999) recently reported differ-
ences in drug-taking patterns, AIDS knowledge, and HIV risk behaviors among recently immigrated drug users
of Cuban, Mexican, or Puerto Rican heritage. Nielsen (2000) analyzed recent NHSDA 1993 data and found
that Mexican-American men and women were somewhat more likely to have drinking problems and to drink
more heavily than their counterparts in Cuban, Puerto Rican, and Central or South American Hispanic sub-
groups of the population. In the most recent NHSDA 2000 estimates, Puerto Ricans were more likely to be
current illegal drug users (10.1 percent) than their counterparts in the general population age 12 years and older
(Substance Abuse and Mental Health Services Administration 2001a). Interestingly, Cuban Americans were less
likely to be illegal drug users (3.7 percent), and intermediate values were observed for Americans of Mexican
heritage (5.5 percent) and Central or South American origin (4.1 percent). Therefore, attention to diversity
within the Hispanic population is an important but often neglected feature of our national statistical summaries
on the drug experiences of racial and ethnic minority groups in the United States. It can be especially useful to
analyze the Hispanic data by country of origin, level of acculturation, and immigrant versus U.S.-born status.
However, to date, little information of this type has been reported; virtually all tables in this report present
statistics on the aggregate Hispanic population.

As noted in the introductory paragraphs of this section, demographic projections give us special reason to pay
attention to the Hispanic segments of the U.S. population in the 21st century. Hispanics have become one
of the fastest growing segments of the U.S. population. In 1995, Hispanics comprised 10 percent of the total
U.S. population. By 2000, that value had grown to 12 percent and it is expected to double (to 24 percent) by
2050. Population projections indicate that by 2100 Hispanics will constitute one-third of the U.S. population
(U.S. Bureau of the Census 1996, 2000a).

It also is important to note that Hispanics comprise one of the youngest segments of the U.S. population. The
median age of Hispanics is 26.6 years, compared with 35.9 years for the U.S. population overall (U.S. Bureau
of the Census 2000b). As is true for other minority populations of the United States, this demographic fact is
important for studies of illegal drug use because the estimated risk of becoming a drug user and the estimated
risk of becoming drug dependent are at peak values between the ages of 15 and 29 (e.g., see Wagner and
Anthony 2002).

Poverty rates for Hispanics tend to be higher than rates among non-Hispanic Whites. Some 20 to 30 percent
of Hispanic families fall below the poverty level, versus under 10 percent for non-Hispanic White families
(Mayers et al. 1993; U.S. Bureau of the Census 2000¢). In addition, no more than about 50 percent of
the Hispanic population has completed 4 years or more of high school, versus more than 75 percent of
non-Hispanics having achieved this education level. Wide socioeconomic disparities also exist among Hispanic
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subgroups, such as Puerto Ricans, Mexican Americans, and Cuban Americans. These disparities must be con-
sidered when interpreting data on the health status of Hispanic population members of the United States, but
they are rarely taken into account in statistical summaries.

Studies of young people indicate a tendency toward higher prevalence of several forms of drug involvement
among Hispanic adolescents than among their counterparts in the non-Hispanic African-American and White
segments of the population. Stresses associated with what often are more constrained economic conditions,
combined with lower educational attainment, a generally higher degree of drug availability, and the possible
impact of racism on self-esteem are believed to make Hispanics particularly vulnerable to alcohol and other drug
use and associated problems (Delgado 1995). Recent data on active and current illegal drug use of 12th-graders
indicate Hispanic high-school seniors have the highest prevalence estimates for use for cocaine, crack, other
cocaine, and heroin (Johnston et al. 2001a-e; Monitoring the Future 2000).

OVERVIEW OF DRUG USE AND DRUG-RELATED PROBLEMS

As indicated by the above statistics, 20th-century epidemics of drug taking in the United States have not spared
its racial/ethnic minority populations; moreover, for some subgroups evidence exists of excess risk. Concern
about illegal drug use as well as tobacco and alcohol use among members of diverse racial/ethnic groups now
accompanies a general concern about health disparities that can be readily observed within the U.S. population
(Spiegler et al. 1989; U.S. Department of Health and Human Services 1998; U.S. Department of Health and
Human Services 2000).

There can be little question that illegal drug use is linked to these observed health disparities. Alcohol, tobacco,
and illegal drug use threatens users with many negative health-related consequences—not only cancers, cardio-
vascular diseases and stroke, but also fatal and nonfatal overdose, hepatitis, bacterial endocarditis, HIV infection
and AIDS, and other diseases associated with high-risk behavior and sexual transmission. Drug use has been
linked to increased risk of intentional and unintentional injuries, complications in pregnancy and delivery, and
psychiatric disturbances, ranging from acute panic attacks to chronic mood disturbances. In addition, illegal
drug use is associated with negative effects on employment, school achievement, socioeconomic status, and
family stability, if only because illegal drug use, once detected, can lead to school suspension or expulsion,
and to arrest, conviction, and incarceration for drug-related crimes (e.g., see Blumstein and Beck 1999). It is
difficult to assess all of the complex and sometimes reciprocal linkages between illegal drug use and these
negative health and social experiences, but there is little doubt that illegal drug use contributes to an increased
probability of arrest, conviction, and incarceration for members of racial/ethnic minority populations in the
United States and to associated health and social disparities. As such, illegal drug use is linked either directly or
indirectly to these disparities.

The linkages that connect illegal drug use with observed health and social disparities affecting racial/ethnic
minority populations of the United States generate a need for more information about the drug involvement
of these populations and other phenomena associated with these behaviors, such as criminal offending, poor
educational achievement, and other personal and social circumstances. This report presents a selection of
available evidence that may promote a better understanding of illegal drug use across and within racial/ethnic
minority populations of the United States. An overview of the NIDA research mission, research priorities, and
action plans for health disparities is presented in Appendices 1 and 2.
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METHODS

This report presents a selection of current available evidence on illegal drug use and drug-related problems
among racial/ethnic groups residing in the United States. The information was obtained from published and
unpublished data from an array of governmental and nongovernmental agencies and organizations. In each case,
the sponsoring agency or organization collected data using its own methods and procedures. Therefore, data
vary with respect to source, collection method, definitions, and reference period. Although a detailed description
and comprehensive evaluation for each data source is beyond the scope of this report, summaries of data sources
used and a general overview of their designs appear below. More complete and detailed descriptions can be
obtained from the sponsoring agencies and organizations.

Total population estimates from most of the studies contributing to this report are generally precise, with relatively
small sampling errors. Nonetheless, in some instances, estimates for specific racial/ethnic subgroups may be
based on small numbers and are relatively imprecise with associated larger sampling errors. It has not always
been possible to gauge the magnitude of these errors or their impact on the evidence presented in this report.
Where possible, the tables include footnotes that describe each sample under study and data-collection method
to help the reader evaluate the data. The reader should note that columns of numbers might not add up to their
totals because of rounding,.

The data presented in the report consist primarily of prevalence proportions and corresponding summary
statistics from national data sources. Some of the tables contain data tabulated specifically for this report, includ-
ing data from NHSDA, MTE, the Youth Risk Behavior Survey (YRBS), the National Longitudinal Survey of
Youth (NLSY), the Arrestee Drug Abuse Monitoring (ADAM) program, and DAWN. Other tables present
information previously published. Standard error estimates are not presented in the tables; however, they have
been calculated for a majority of the national data sets. For those tables produced for this report, estimates with
large relative standard errors and very low precision generally have been omitted to reduce the possibility that
errors of interpretation will occur. The discussions accompanying the tables highlight only data findings and
are not exhaustive. There is limited speculative discussion on the potential substantial and methodological
explanations for the findings, and interpretation of programmatic or policy implications is left to the reader.

DATA SOURCES

Brief descriptions of each data source used in this report are provided below. For more detailed information on
the data sources, readers may contact the sponsoring organizations. A general comment that applies to virtually
all of these data sources involves the experience of Americans who represent linguistic minorities and whose
preferred language is not English. In some instances, the administrators of these data sources have devised both
English and Spanish versions of their data-collection procedures and assessment instruments, but for the most
part these procedures are conducted in English. Some observers have noted that the validity of these data may
be questionable when the survey respondent or other data source speaks English not at all or only as a second,
infrequently used language.

Census of the United States

The U.S. Census Bureau has conducted censuses of the population in the United States every 10 years since
1790, with assessment of mental health and alcoholism issues starting during the interval from 1830 to 1880
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(Anthony and Van Etten 1998). In both the 1990 and 2000 census, data were collected on sex, race, age, and
marital status from 100 percent of the enumerated population of the country. More detailed information on
topics such as income, education, housing, occupation, and industry were collected from a representative
sample of the total population. For example, in 1990, across most of the country, one out of six households
received a more detailed census form. In places estimated to have a population of under 2,500 residents,
50 percent of households received the more detailed questionnaire.

For more information on the 1990 and 2000 censuses, see U.S. Bureau of the Census, 1990 Census of the
Population, General Population Characteristics, Series 1990, CP-1, and the corresponding reports on the 2000
census, or write U.S. Bureau of the Census, Population Division, Washington, DC 20233.

National Household Survey on Drug Abuse

NHSDA collects data on the use of tobacco cigarettes, smokeless tobacco, and alcoholic beverages, as well as on
marijuana, heroin, and other illegal drug use, based on survey responses from a representative sample of U.S.
residents age 12 and older, with exclusion of certain nonhousehold segments of the population (e.g., homeless
individuals). NHSDA began in 1971 under the auspices of the National Commission on Marijuana and Drug
Abuse. NIDA sponsored the survey from 1974 to September 1992. Since October 1992, the survey has been
sponsored by SAMHSA and is the responsibility of OAS, which is within SAMHSA.

Since 1991, NHSDA has covered the U.S. civilian noninstitutionalized population age 12 and older. This
includes civilians living on military bases and persons living in noninstitutionalized group quarters, such as
college dormitories, rooming houses, and shelters. Hawaii and Alaska were included for the first time in 1991.
In 1994 and in several subsequent years, the survey methodology was changed and refined in a manner that
may have induced changes in the time series of evidence, with an intention of improving the quality of the
evidence. With respect to some of the changes, it has been possible to construct the survey with both the old
and the new methods and generate two sets of estimates for comparison. For this reason, there sometimes are
two sets of estimates based on the 1994 data. The first set, called the 1994-A estimates, was based on the same
questionnaire and editing method as had been used in 1993. The second set, called the 1994-B estimates, was
based on a new questionnaire and editing methods. For the most part, the OAS staft has been attentive to these
changes and refinements and developed adjustment procedures to compensate for artifactual variation associated
with change in methods. A description of the adjustment method associated with the 1994 methodological
refinements can be found in NHSDA Advance Report Number 18, Appendix A, available from SAMHSA
(Substance Abuse and Mental Health Administration 1996).

In general, NHSDA over the years has employed a multistage probability sample design, with participation of
90 to 95 percent of households designated for that stage of sampling, and with participation of 70 to 80 percent
of respondents designated for sampling within households. Over the past 15 years, the NHSDA sample size has
grown from under 10,000 respondents per year before 1990 to more than 70,000 respondents per year since
2000. For example, almost 170,000 household addresses were screened in 2002 for eligibility and then sampled;
the reported response rate for screened households is 92.8 percent. A total of 71,764 designated respondents
were sampled and were interviewed within screened households, yielding a 73.9-percent individual level
response rate.
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For many years, young people (e.g., ages 12—17 years), African Americans, and Hispanics have been oversampled
to improve the precision of NHSDA estimates for these population subgroups. In recent years, the sampling
plan was redesigned to yield survey-based estimates for a selection of States and the District of Columbia, with
synthetic estimates for other states. Features of oversampling, multistage sampling, clustering within sampled
segments, multiple respondents within households, and survey nonresponse are taken into account via appropriate
estimation procedures for proportions, means, and their variances.

For most of its history, NHSDA has relied on a self-report answer sheet methodology to elicit information from
individual respondents. In brief, according to the standard NHSDA protocol, an interviewer on the survey field
staff followed standardized procedures to sample and recruit each designated respondent in accord with directions
approved by an Institutional Review Board for protection of human subjects. The interviewer then secured a
private location within or close by the household and completed the interview either as a face-to-face interview
or as a questionnaire assessment. In many instances, the face-to-face interview involved the interviewers reading
the standardized interview questions and the respondent marking the answers on an individualized precoded
answer sheet before filing the completed answer sheet in a sealed envelope. This procedure provided an addi-
tional level of protection because the interviewer read the questions but did not know the respondent’s answers.
In other instances, a questionnaire approach was used, with the interviewer not even reading the questions and
having no “interviewing’ role per se; the respondent read the questions privately and then marked the answer
sheet and sealed the sheet in the envelope. Sometimes, due to illiteracy or vision problems, the interviewer
conducted the interview in a standard face-to-face manner, not only reading the questions aloud and listening
for an answer, but also marking the answer on behalf of the respondent.

Methodological experiments in the mid-1990s suggested that increased completeness and accuracy of reporting
might be gained by changing the method to that of an audio computer-assisted personal interview (ACASI).
Starting in 1999, virtually all NHSDA interviews have been completed with the ACASI method, by which the
field staff member first samples, recruits, and secures informed consent from each designated respondent.
Thereafter, the task has been to set up the laptop computer for a private ACASI assessment session, during
which the interviewer is nearby but unable to hear or see the question-answer sequence of the ACASI interview.
Of course, the respondent still has options and may request the traditional face-to-face interview (e.g., when
there are vision problems or computer illiteracy). Nevertheless, in most instances, the interviewer’s role during
the interview assessment has been suppressed and the respondent interacts solely with the computer during the
assessment interval.

For more information on NHSDA, see any of their recent reports, which include abbreviated descriptions of
the methods, or refer to the more detailed appendix materials and methodological reports. Many of these
materials are available on the SAMHSA Web site at www.samhsa.gov/oas. Alternately, readers may request
hardcopy reports by writing to the Office of Applied Studies, Substance Abuse and Mental Health Services
Administration, Room 16-105, 5600 Fishers Lane, Rockville, MD 20857.

Partnership Attitude Tracking Survey

PATS originally was designed to measure the extent to which the Partnership for a Drug-Free America’s media
campaign might be successful in changing attitudes toward illegal drug use. Its current purpose is to monitor,
on an ongoing basis, the behavior and attitudes of young people and adults toward drugs. PATS is one of the
Nation’s largest surveys on attitudes toward illegal drugs and the only national level research tool for measuring
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the attitudes of students in grades 4—6. In the 1996 PATS studies, 12,292 interviews were conducted. Since
then, each year the PATS sample has included 2,000 to 3,000 children in grades 4—6; 6,000 to 8,000 teenagers
in grades 7-12; and 700 to 900 adults.

PATS consists of a series of studies conducted from 1988 to the present. In the earliest installments, interview
methods were used to secure information from respondents sampled from schools or homes. In more recent
years, all of the assessments have been via self-administered anonymous questionnaires, completed with due
attention to confidentiality requirements.

When PATS samples students in schools, it does so in three parts: a national sample of approximately 100
schools, a supplemental sample of about 25 schools in heavily African-American areas, and a supplemental sam-
ple of about 25 schools in heavily Hispanic areas. The PATS in-home surveys of adults focus on a randomly
selected parent living within a sampled household, with a child or children under age 19.

For more information on PATS and its methods, visit its Web site at www.drugfreecamerica.org, email to
webmail@drugfree.org, or write to Partnership for a Drug Free America, Suite 1601, 405 Lexington Avenue,
New York, NY 10174.

Monitoring the Future Study

This large-scale epidemiological survey of illegal student drug use was initiated in 1975 and has been conducted
annually through a NIDA grant awarded to the University of Michigan’s Institute for Social Research. The MTF
survey is based on a nationally representative probability sample of public- and private-school students in the
contiguous United States. The survey originally included only high-school seniors, but 8th- and 10th-grade
samples were added in the 1990-1991 school year to survey students who might drop out before graduating,.
The measures and procedures employed have been standardized and applied consistently to the data collection
since 1975. The survey design also includes a longitudinal study of a subsample of each graduating class. This
element of the research design allows monitoring of the maturational factors associated with drug abuse. The
followup data for high-school graduates is divided into two groups: those who went to college and those who
did not go to college after graduating from high school. The adult portion of the annual report provides many
tables that allow comparisons to be made between these two groups.

This survey is ongoing. The latest data available when this report was prepared are from the 1999-2000 school
year surveys. Each year, for the national survey of 8th-graders, 150 to 160 schools are sampled, and 17,000 to
19,000 students are surveyed. For the 10th-graders, 120 to 160 high schools are sampled, and approximately
13,000 to 16,000 students are surveyed. For the 12th-graders, 130 to 140 schools are sampled and 12,000 to
15,000 students are surveyed. The data in routine MTF reports are not available on a State or sub-State level,
and the confidentiality of individual schools and students is protected. A report on the data is released 6 to 8
months after the end of a school year and initially is disseminated by NIDA press release, with subsequent
release in annual report format. The annual report includes long-term trend data. In general, MTF data on
the 8th-, 10th-, and 12th-graders are published in one volume with an overview report and a comprehensive
main report; data on the young adults and college students are published in a second volume. Methodological
reports and book-length monographs augment the annual statistical report from the NIDA-supported MTF
research group.
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For more information on the MTF study, see National Survey Results on Drug Use from the Monitoring the Future
Study, 1975-2001, as well as annual reports, press releases, and occasional books, which can be located via
www.monitoringthefuture.org or by writing to NIDA, Division of Epidemiology, Services and Prevention
Research, 6001 Executive Boulevard, Suite 525, MSC 9589, Bethesda, MD 20892.

National Longitudinal Survey of Youth

NLSY is an ongoing longitudinal study sponsored by the Bureau of Labor Statistics. Annual interviews have
been conducted with a national sample of approximately 12,000 men and women who were 14-21 years of age
in January 1979. Yearly interviews have been conducted with more than 90 percent of the original respondents
since 1979. The 1988, 1992, 1994, and 1998 surveys include information about drug use obtained in the 1984
interview along with complete pregnancy records for women, including information about prenatal care,
alcohol and tobacco use during pregnancy, and the length and weight of each child at birth. An additional 5,500
children of the female participants have been evaluated for cognitive, socioemotional, and physiologic aspects
of their development. NIDA and the Bureau of Labor Statistics developed an interagency agreement to add sets
of questions about illegal drug use for the 1988, 1992, 1994, and 1998 rounds of NLSY. These questions assess
characteristics such as the recency and frequency of marijuana and cocaine use. Also included are questions
about the use of marijuana and cocaine during pregnancy for those who gave birth since 1987.

For more information on NLSY, visit www.bls.gov/nls or write to the Center for Human Resource Research,
Ohio State University, 921 Chatham Lane, Suite 200, Columbus, OH 43221.

Dropout Statistics

The Department of Education’s National Center for Education Statistics (NCES) collects and reports annually
on statistics and other data related to education in the United States and other countries, including school
dropout rates. In most years, NCES dropout data have included event rates and status rates. The event rate
measures the proportion of students who drop out of school in a single year without completing high school.
The status rate measures the proportion of the population that has not completed high school and is not
enrolled at one point in time regardless of when they dropped out.

For more information on dropout statistics, see Dropout Rates in the United States 1995, National Center for
Educational Statistics 97-473, visit www.necs.ed.gov, or write to the National Center for Educational Statistics,

U.S. Department of Education, Office of Educational Research and Improvement, 555 New Jersey Avenue,
NW, Washington, DC 20208.

American Indian/Alaska Native Statistics

There is no single comprehensive Federal effort to collect data on drug use within the American Indian/Alaska
Native populations of the United States. Consequently, data on American Indian/Alaska Native populations
were obtained for this report from publications by Beauvais and colleagues (1985a-b, 1989; see also Beauvais
2001) and from recent data issued by the MTF study and NHSDA. Beauvais’ research team has collected data
on drug use rates among American Indian youth since 1975. In addition to monitoring levels of use, they have
conducted studies examining the etiology of drug and alcohol use in this population (e.g., see Beauvais et al.
1989). The data for this project are gathered through anonymous self-report surveys administered in school
classes. The survey includes questions about lifetime history of using 11 drugs. Currently active use, depth of
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involvement, and patterns of use are assessed for the more frequently used drugs. Other topic areas involve
correlates of drug use, including variables such as demographics, attitudes toward drugs, peer and family
influence, general deviance, cultural identification, school adjustment, personal adjustment, and attitudes
toward the future.

Due to the difficulty involved in obtaining permission to conduct the survey on individual reservations,
researchers are not able to guarantee that the sample is nationally representative of the total American
Indian/Alaska Native population. To compensate for this problem, 2 years of data often are combined to
borrow information across the survey years and to increase the representativeness and precision of the sample.
The project team is confident that this procedure of borrowing information across survey years promotes
consistency of the drug use rates across tribes and over time.

For more information on Native American data, visit www.colostate.edu/depts/TEC or write to the Tri-Ethnic
Center for Prevention Research, C-78 Clark Building, Psychology Department, Colorado State University, Fort
Collins, CO 80523.

Youth Risk Behavior Survey
YRBS is a component of the Youth Risk Behavior Surveillance System (YRBSS), maintained by CDC. YRBSS

comprises three complementary components: (1) national school-based surveys, (2) State and local school-based
surveys, and (3) a national household-based survey. Each of these components has provided useful information
about various subpopulations of adolescents in the United States.

The school-based survey first was conducted in 1990, and the household-based survey was initiated in 1992.
The school-based survey is conducted biennially in odd-numbered years among national probability samples of
students in grades 9-12 from public and private schools. Schools with a large proportion of Black and Hispanic
students are oversampled to provide stable estimates for these subgroups. For this report, the most recently
available data are from the 1999 YRBS.

For more information on YRBSS, write to Centers for Disease Control and Prevention, 4770 Buford Highway,
NE, Atlanta, GA, or visit www.cdc.gov/nccdphp/dash/yrbs and the CDC Web site.

Drug Abuse Warning Network

Starting with a pilot study and then expanding to more participating sites, DAWN was originated as a surveil-
lance system by DEA, which operated the network from 1973 through 1979. Thereafter, NIDA assumed
responsibility for DAWN operations from 1980 through 1991. Since 1992, SAMHSA has operated DAWN,
which now functions as a surveillance system for drug-related events in hospital emergency room (ER) and
medical examiner facilities. DAWN collects information on the occurrence of drug-related casualties that have
resulted in a medical crisis or death. Since its inception, DAWN’s major objectives have included monitoring
illegal drug use patterns and trends (especially newly emerging patterns), identifying specific drugs associated
with adverse drug-related events, and assessing drug-related consequences and other health hazards of

illegal drug use.
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Hospital ERs eligible for DAWN participation are in non-Federal, short-stay general hospitals and must be open
24 hours a day. Since 1988, the DAWN ER data have been collected from a representative sample of these
hospitals, including 21 oversampled metropolitan area hospitals. Data from this sample are used to generate
national estimates of the total number of ER drug use episodes and drug mentions in all such hospitals.

Within each participating facility, a designated DAWN reporter is responsible for identifying drug abuse
episodes by reviewing official records, transcribing, and submitting data on each case. Data collected by DAWN
include the drug(s) involved in the ER episode; sex, age, and race/ethnicity of patients; reasons for the ER visit;
single or multiple drug use; and the route of administration.

For more information on DAWN, see Drug Abuse Warning Network Annual Medical Examiner Data: 1999
or write to the Office of Applied Studies, Substance Abuse and Mental Health Services Administration,
Room 16C-06, 5600 Fishers Lane, Rockville, MD 20857. Information is also available at

www.samhsa.gov/oas/dawn.htm.

AIDS Surveillance Data

CDC maintains AIDS surveillance data by using information collected by health departments in each state,
territory, and the District of Columbia. Although surveillance activities range from passive to active, most areas
employ multifaceted active surveillance programs, which include the following four major reporting sources
of AIDS information: (1) hospitals and hospital-based physicians, (2) physicians in nonhospital practice,
(3) public and private clinics, (4) and medical record systems (e.g., death certificates, tumor registries, hospital
discharge abstracts, and communicable disease reports). Using a standard confidential case report form, the
health departments collect information without personal identifiers; this information then is coded and
computerized either at CDC or at health departments, which transmit the information electronically to CDC.

AIDS surveillance data are used to detect epidemiologic trends to identify unusual cases requiring followup and
for quarterly publication in CDC’s HIVIAIDS Surveillance Report. Studies to determine the completeness of
reporting of AIDS cases that meet the national surveillance definition suggest reporting at greater than or equal
to 90 percent. The number of deaths among AIDS cases reported to CDC’s AIDS Surveillance System differs
from the number of HIV infection deaths based on the National Vital Statistics System. The major reasons for
these differences are (1) not all persons diagnosed with AIDS are reported to the AIDS Surveillance System,
(2) not all deaths of persons with AIDS are due to AIDS, and (3) not all deaths due to HIV infection are
reported as such on the death certificate.

For more information on AIDS surveillance, write to CDC National AIDS Clearinghouse, PO. Box 6003,
Rockville, MD 20849-6003 or to Chief, Surveillance Branch, Division of HIV/AIDS, National Center for HIV,
AIDS, STD, and TB, Centers for Disease Control and Prevention, Atlanta, GA 30333. Information is also
available at www.cdc.gov/hiv/dhap.htm.

Arrestee Drug Abuse Monitoring Program

As a refinement of a surveillance system formerly known as the Drug Use Forecasting program, ADAM measures
recent drug use among booked arrestees at multiple sites in major metropolitan areas across the United States.
Originally, there were 20 to 25 ADAM sites within the United States; today, 35 cities are represented in the
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ADAM domestic surveillance network and there are participating international sites as well. Pending availability

of funds through NIJ, plans are in place to expand ADAM to more than 70 sites.

ADAM’s primary purpose has been to monitor illegal drug use among booked arrestees in major U.S. cities. It
provides information about the effectiveness of local drug policies and practices and offers a solid basis for
resource allocation decisions. By collecting urine samples and interviewing arrestees on a quarterly basis, ADAM
has become a consistent tool for tracking drug use trends among this difficult-to-study population of users.

Arrestee participation is voluntary and anonymous. The ADAM sampling strategy is site specific, and partici-
pants are not necessarily statistically representative of all arrestees. All female arrestees are eligible to be included
in the ADAM sample. However, the large numbers of male arrestees require that a selection be made. Males
arrested for vagrancy, loitering, and traffic violations may be excluded and generally have been. Other arrestees
are chosen by type of charge using the following priority: (1) nondrug felony charges, (2) nondrug misdemeanor
charges, (3) drug felony charges, and (4) warrants for any charge. To prevent oversampling arrestees with a high
propensity for drug use, only 20 percent of males arrested and charged with drug offenses are interviewed. In
consequence, it is likely that ADAM data underestimate the proportion of arrestees who have used drugs less
recently, because urinalysis reveals the presence of most drugs only within 48 to 72 hours of their use.

On average, 80 to 90 percent of designated arrestees have agreed to participate in the ADAM assessments, with
80 percent providing a urine sample. The total sample of booked arrestees in the ADAM program from 1987
through 1999 included 337,450 adults, of which 247,655 were males and 89,795 were females. In some sites,

there is a supplementary ADAM program for juvenile arrestees.

The ADAM sample should not be regarded as a random sample of booked arrestees; it was determined early in
the ADAM program’s development that selecting random samples would not be feasible in the environment in
which the program would have to operate. In most sites, 225 males are now interviewed each quarter. For female
arrestees, the goal is to interview at least 100.

For more information on the ADAM program, write to the U.S. Department of Justice, National Institute of
Justice, 633 Indiana Avenue, N.W., Washington, DC 20531. Information also is available at www.adam-nij.net.

ORGANIZATION OF THIS REPORT

The remaining chapters of this report present detailed data on drug use among U.S. racial/ethnic groups, based
on the above data sources and ancillary studies. Chapter 2 presents basic population statistics from the Census
Bureau and projections for racial/ethnic minorities in the United States. This information is useful for deter-
mining the relative size of the major racial/ethnic populations within the United States and for comparing
demographic factors such as family income.

Chapter 3 provides an overview of drug use patterns for the total U.S. population and for the four racial pop-
ulation groups and two ethnic categories defined in the first sections of this chapter. Data for Chapter 3 were
obtained from NHSDA, which has become the most comprehensive source of population-level illegal drug use
prevalence data available in the United States. Chapter 3 also includes estimates for (1) prevalence proportions
based on recently active illegal drug use in the United States (i.e., illegal drug use in the month before the
survey assessment) and (2) the cumulative occurrence of illegal drug use. Estimates of cumulative occurrence are
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derived by estimating the cumulative number of illegal drug users who report either a recent or a past history
of illegal drug use, where cumulative number is the total number of individuals whose lifetime history includes
at least one occasion of illegal drug use.

One useful way to think about cumulative occurrence of illegal drug use starts by conceptualizing the prevalence
proportion for recently active or current illegal drug use (i.e., use in the month before the survey assessment).
This prevalence proportion often is called “1-month prevalence” or “past-month prevalence” of illegal drug use
because it is an index of the fraction of the population who have used illegal drugs at least one time in the month
before assessment. We then can extend the time frame to encompass the year before the survey assessment,
deriving a “1-year prevalence” or “past-year prevalence” of illegal drug use. Notice that these time intervals are
fixed at 1 month and 1 year. For “1-month prevalence” the interval stretches back 1 month before the date of
assessment. For “1-year prevalence” the interval stretches back to 1 year before the date of assessment.

Extending this concept, we can think about a time interval that stretches back to the birth of the respondent,
but here we no longer have a fixed span of time (i.e., 1 month, or 1 year). Instead, we have the number of
years that have spanned the gap from an individual’s birth to the time of assessment. This is the nature of the
“cumulative occurrence” estimate. It covers the time span from the individual’s birth to the date of the survey
assessment. Individuals who report having used drugs illegally are counted in the numerator of a ratio for the
cumulative occurrence of illegal drug use; all individuals are counted in the denominator of the ratio. Because
the span for assessment covers the complete interval from birth to the time of assessment, the “cumulative
occurrence” estimate sometimes is called the “lifetime prevalence” estimate.

One of the complications of all of these estimates is that they do not reflect the experience of illegal drug users
who have died as a result of their illegal drug use, in association with their illegal drug use, or unconnected to
their illegal drug use. All of these estimates from cross-sectional survey data are based on individuals who have
survived to the date of assessment. These estimates must be interpreted with this limitation in mind, no matter
how they are constructed and what they are called.

In some instances, corresponding estimates are presented for tobacco and alcoholic beverages for comparative
purposes. When appropriate, estimates are presented for a prevalence proportion that is based on the number
of individuals who have engaged in illegal drug use during the year before assessment (sometimes called
“past-year prevalence”). Proportions of this type may be interpreted as a fraction (or percentage) of the total
study population under study, or as a fraction (or percentage) of a specific population subgroup of interest
(e.g., African Americans age 12 and older). Throughout this report, the concept of illegal drug use encompasses
the use of Schedule I drugs such as marijuana and heroin, regarded by the Federal Government as having no
acceptable medical use in the United States, plus Schedule II drugs such as cocaine, regarded as having accept-
able medical uses but with essentially similar levels of risk to public health or safety, as well as other controlled
drugs such as barbiturates and the amphetamines. The latter have been thought to pose somewhat lower levels
of risk to public health or safety as compared to heroin or cocaine.

Illegal drug use also encompasses extramedical use of prescribed drugs, such as methylphenidate (Ritalin®),
when consumed for recreational purposes or for nonmedical or extramedical reasons that go beyond the bound-
aries of medically prescribed use (e.g., for suicide attempts), as well as the use of inhalant drugs such as glue or
ether when the intent is to get high or for other related extramedical purposes. Anthony and colleagues (1994)
provide a detailed description of the concept of “extramedical drug use” as a complement to the concept of
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“illegal drug use,” with attention to the recreational use of inhalants and other chemicals that do not necessarily
represent illegal uses of the chemicals but that may pose risks for public health and safety. The notion of
“extramedical” drug use is needed because sometimes a patient has taken a medicine that a doctor has prescribed
and become dependent by taking more than the doctor had intended (e.g., to secure effective pain relief).
Strictly speaking, this patient behavior fails to qualify as “nonmedical drug use” because the patient is adminis-
tering the drug for reasons that the doctor intended. However, it is “extramedical” use in the sense that the
patient has exceeded the prescribed dosage regimen in an misguided attempt to secure effective pain relief when
the prescribed dosage level is not working as it should (Anthony et al. 1994). The term “nonmedical” might
imply that this patient sought an effect such as “getting high,” which would be beyond the boundaries of the
prescribed indication, whereas the term “extramedical” simply implies that the patient might be administering
the medicine to secure a medically legitimate result or indication (i.e., effective pain relief), even if the patient
ends up taking more than the doctor prescribed to achieve this result. That is, the notion of “nonmedical drug
use” groups patients who are seeking the pain relief intended by a doctor with those who use the prescribed
medicines to get high. The notion of “extramedical use” provides an additional element of elaboration and
encompasses the patient who might be taking more than was prescribed—not to get high, but to achieve the
physician’s desired result of effective pain relief.

Chapter 4 of this report examines illegal drug use, attitudes about drugs, and drug-related behaviors among

minority youth; it also includes data on the overall prevalence of drug use among youth. These data originate
from several sources including the Census Bureau, MTF study, NLSY, NHSDA, and PATS.

Chapter 5 presents data on risk behaviors such as dropping out of school, driving under the influence of alcohol
or drugs, and engaging in high-risk sexual behaviors. Data sources for this chapter were the Department of
Education, NHSDA, and YRBS.

Chapter 6 examines the adverse health consequences of drug use. Data sources for this chapter were DAWN
and CDC’s AIDS Surveillance System. This chapter presents prevalence estimates on drug-related medical
emergencies, drug-related deaths, and information on the medical consequences of drug use.

Chapter 7 addresses drug use and crime. Data on the drug use history of booked arrestees and the percent of
arrestees who committed their offense under the influence of drugs are presented in this chapter. Data were
obtained from the ADAM program.

Chapter 8 summarizes this report and presents future programmatic and research needs pertinent to illegal drug
use and associated problems. A discussion of limitations to the understanding of illegal drug use of minority
populations is offered, along with a summary of issues that merit consideration when conducting research and
interpreting results on illegal and extramedical drug use of racial/ethnic minority populations.
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Chapter 2. POPULATION STATISTICS FOR RACIAL/ETHNIC
MINORITIES IN THE UNITED STATES

This chapter presents census data on the general population residing in the United States and projections for
the population growth rate of racial/ethnic minorities. Also presented in this chapter are data on the percentage
of the population living below the poverty threshold. The distribution of racial/ethnic groups in the United
States is changing. As noted in Chapter 1, rigorously derived population projections show that major demo-
graphic changes will continue through the 21st century (U.S. Bureau of the Census 2000a). The non-Hispanic
White share of the population is projected to decline steadily, as Asian/Pacific Islander and Hispanic populations
increase in number and proportional representation; the non-Hispanic African-American share will remain
relatively stable over this period. Coincident with general growth in the size of the U.S. population, it is estimated
that the African-American population will roughly double—from about 30 million in 2000 to 60 to 70 million
in 2080. By comparison, the Hispanic population will more than triple—growing from about 30 million in
2000 to almost 100 million in 2050; the Asian/Pacific Islander population will also more than triple—increasing
from about 10 to 11 million in 2000 to more than 30 million in 2050 (U.S. Bureau of the Census 2000a).

Racial and ethnic minority groups in the United States do not share identical circumstances of daily life and
residential location. Residential location is of special importance in studies of the nature and extent of illegal
drug use because sometimes considerable urban-rural differences exist in the distribution and dynamics of drug
involvement within the United States, as well as variations in drugs of choice (e.g., see James et al 2002;
Johnston et al. 1993). Some drugs, such as sustained-release oxycodone (OxyContin®) have become major
problems in rural areas, whereas most metropolitan areas have been less affected by this drug (National Institute
on Drug Abuse 2001a). In addition, within U.S. cities, there sometimes are extreme versions of social and
cultural conditions and processes conducive to drug trafficking, availability of drugs, and drug taking, such as
limited opportunities for lucrative employment in otherwise impoverished neighborhoods (e.g., see Levitt and
Venkatesh 2000), neighborhood disadvantage, disorganization, and constraints on collective efficacy and social

capital (Newcomb 1995; Sampson et al. 1997).

Of course, drug distribution and drug use have not been limited to urban areas; rural areas have been affected
as well. For example, prevalence of tobacco smoking is greatest in rural America (Substance Abuse and Mental
Health Services Administration 1999b, 2000¢-d, 2001b). Marijuana cultivation became commonplace in rural
America, starting before 1950 with legal wartime cultivation of hemp for rope. Marijuana’s position as an illegal
rural cash crop increased in the last quarter of the 20th century, and it now is grown and distributed widely in
rural areas throughout most of the continental United States and Hawaii (Joy et al. 1999). In theory, cocaine
also can be grown in some of the more mountainous parts of the United States. However, climate, altitude, and
other circumstances have constrained domestic cultivation of cocaine (Montagne 1991). Hence, cocaine supply,
distribution, and use have become more prominent among the social problems facing urban rather than rural
residents of the United States.

Census Bureau data indicate that minorities were overrepresented in central cities and metropolitan areas. For
example, about one-half of the U.S. population lives in large standard metropolitan statistical areas with a
population of 1 million people or more. Non-Hispanic Whites now account for about 70 percent of the total
U.S. population (71.4 percent), but only one-fifth (21.7 percent) of Whites live in central cities. In contrast,
African Americans account for about 12 percent of the total U.S. population, more than one-half (55 percent)
of whom live in central cities (McKinnon and Humes 2000).
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POPULATION STATISTICS

Based on estimates from the Census Bureau (1990), Table 1 presents percentage distributions for the resident
population of the United States by race/ethnicity for 1990 and projections for selected years from 2000 to 2100.
These data indicate that the Asian/Pacific Islander segment of the U.S. population will experience the greatest
proportional change between 2000 and 2100, followed by persons of Hispanic origin. If these projections hold,
non-Hispanic Whites will no longer be a majority population within the United States sometime between 2050
and 2060.

Table 2 displays 1993, 1995, 1997, 1999, and 2000 weighted average poverty thresholds estimated from the
1980 and 1990 censuses, by size of family unit. Families or individuals with incomes below their appropriate
thresholds are classified as below the poverty level. These thresholds are updated annually to reflect changes in
the Consumer Price Index for all suburban consumers. The table shows that in 2000, the average poverty
threshold for a family of four was $17,601, an increase of about 19 percent from 1993 (U.S. Bureau of the
Census 2001b, 2000c¢).

Table 3 presents the 2000 income thresholds below which people are classified as living in poverty, by family
size and number of related children under age 18. In 2000, the poverty threshold for a single person under age
65 was $8,958 per year, and the poverty threshold for a family of four with two children under age 18 was
$17,463 per year.

Table 4 presents the percentage and number of people in the United States living below poverty level by
racial/ethnic group, as shown in Census Bureau data from 1990 through 2000. The proportion of individuals
classified below the poverty level decreased over this period, from 13.5 percent in 1990 to 11.3 percent in 2000,
reflecting a period of economic expansion that ended in 2000-2001. A comparison of poverty level by race/
ethnicity indicates that less than 25 percent of African Americans were living in poverty in 2000, compared with
relatively stable values of 30 percent to 33 percent between 1973 and 1993. The proportion of Hispanic people
living in poverty was relatively stable between 1980 and 1998, with values between 25 percent and 31 percent,
but declined to 21.2 percent in 2000. Whites have the lowest proportion of people living in poverty. This
proportion increased from 8.4 percent in 1973 to 12.2 percent in 1993, but declined to 9.4 percent by 2000
(U.S. Bureau of the Census 2000c).

Table 4 also presents the proportions of female-headed families with children under age 18 who are living in
poverty. In 2000, just under one-half of African-American and Hispanic households with children under age
18 and no husband present lived below the poverty level (the figure for both groups is 41.1 percent).
Furthermore, African-American and Hispanic children under age 18 were two to three times more likely than
White children to live below the poverty level in 2000 (30.7 percent and 27.3 percent, respectively, compared
with 12.4 percent for Whites).
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SUMMARY

Census Bureau data draw attention to important demographic, social, and economic features of our Nation’s
population. Racial/ethnic minorities tend to be overrepresented within the central cities of the United States,
where certain drugs (such as cocaine) pose more challenges for public health and safety. Demographic projec-
tions indicate that the distribution of racial/ethnic minorities in the U.S. population is changing significantly.
Recent and projected growth of the Asian/Pacific Islander and the non-Hispanic White segments of the U.S.
population deserve special note.

On average, racial/ethnic minorities tend to be at greater economic disadvantage than are non-Hispanic Whites.
About 10 percent of Whites were living in poverty in 2000, whereas the corresponding value is about 25 per-
cent for both non-Hispanic African-American and Hispanic people. In addition, almost one-half of non-
Hispanic African-American and Hispanic households with children under age 18 and no husband present lived
below the poverty level; non-Hispanic African-American and Hispanic children under age 18 were some two to
three times more likely than non-Hispanic White children to live below the poverty level.
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Table 1. Estimated Percentage Distribution of U.S. Population,
by Race/Ethnicity and Hispanic Origin: 1990-2100°

Non-Hispanic
Year Total Population African- Asian American/ American
(thousands) American Pacific Islander Indian® White Hispanic

1990 249,402 11.8 2.8 0.7 75.6 9.0
2000 275,306 12.2 3.9 0.7 714 11.8
2005 287,715 12.3 4.3 0.8 69.3 13.3
2010 299,861 125 4.8 0.8 67.3 14.6
2015 312,268 12.7 53 0.8 65.5 15.8
2020 324,926 12.8 5.7 0.8 63.8 17.0
2030 351,070 13.0 6.7 0.8 60.1 194
2040 377,349 13.1 7.8 0.8 56.3 21.9
2050 403,686 13.2 8.9 0.8 52.8 24.3
2060 432,010 13.3 9.8 0.8 49.6 26.6
2070 463,639 13.2 10.6 0.8 46.8 28.6
2080 497,829 13.1 11.3 0.8 444 30.4
2090 533,605 13.1 12.0 0.8 42.2 32.0
2100 570,954 13.0 12.6 0.7 40.3 33.3

2All population figures for 2000 and after are based on the 1990 census.

°Includes Eskimos and Aleuts.

SOURCE: Population Projections Program, Population Division, U.S. Bureau of the Census, 2002a.

Table 2. Weighted Average Poverty Thresholds, by Size of Family: Selected Years

Weighted Average Poverty Thresholds (in dollars)

Family Size 1993 1995 1997 1999 2000
One person 7,363 7,763 8,178 8,500 8,787

Under 65 years 7,518 7,710 8,350 8,667 8,958

65 years and over 6,930 7,108 7,698 7,991 8,259
Two persons 9,414 9,661 10,468 10,869 11,234

Householder under 65 years 9,728 9,976 10,806 11,214 11,591

Householder 65 years and over 8,740 8,976 9,709 10,080 10,414
Three persons 11,522 11,821 12,803 13,290 13,737
Four persons 14,763 15,141 16,404 17,028 17,601
Five persons 17,449 17,900 19,387 20,115 20,804
Six persons 19,718 20,235 21,880 22,719 23,491
Seven persons 22,383 22,923 24,825 25,815 26,783
Eight persons 24,836 25,427 27,713 28,788 29,941
Nine persons or more 29,529 30,300 32,705 34,075 35,574

SOURCE: U.S. Bureau of the Census, 2001b, 2002c.
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Table 4. Person and Families Living Below Poverty Level, According to Selected
Characteristics, Race, and Hispanic Origin: 1990-2000

Selected Characteristics

and Race/Ethnicity 1990 | 1991 | 1992 | 1993 | 1994 | 1995 | 1996 | 1997 | 1998 | 1999 | 2000
Percent Below Poverty
All races 13.5 14.2 14.5 15.1 14.5 13.8 13.7 13.3 12.7 11.8 11.3
White 10.7 11.3 11.6 12.2 11.7 11.2 11.2 11.0 10.5 9.8 9.4
Black 31.9 32.7 33.3 331 30.6 29.3 28.4 26.5 26.1 23.6 22.1
Hispanic 28.1 28.7 29.3 30.6 30.7 30.3 29.4 27.1 25.6 22.8 21.2
Related children under 18 years of age in families
All races 19.9 211 21.1 22.0 21.2 20.2 19.8 19.2 18.3 16.3 15.7
White 15.1 16.1 16.0 17.0 16.3 15.5 15.5 15.4 14.4 12.9 12.4
Black 44.2 456 | 46.3 45.9 43.3 415 39.5 36.8 36.4 32.7 30.7
Hispanic 37.7 39.8 38.8 39.9 411 39.3 39.9 36.4 33.6 29.9 27.3
Families with female householder, no husbhand present, and children under 18 years of age
All races 44.5 471 45.7 46.1 44.0 41.5 41.9 41.0 38.7 357 32.5
White 37.9 39.6 39.1 39.6 38.3 35.6 36.9 37.6 33.8 30.1 27.5
Black 56.1 60.5 57.2 57.7 53.9 53.2 51.0 46.9 47.5 46.1 41.1
Hispanic 58.2 60.1 57.4 60.5 59.2 59.3 59.7 54.2 52.2 46.6 414
Number Below Poverty (in thousands)
All races 33,585 | 35,708 | 36,880 | 39,265 | 38,059 | 36,425 | 36,529 | 35,574 | 34,476 | 32,258 | 31,139
White 22,326 | 23,747 | 24,523 | 26,226 | 25,379 | 24,423 | 24,650 | 24,396 | 23,454 | 21,922 | 21,291
Black 9,837 | 10,242 | 10,613 | 10,877 | 10,196 | 9,872 | 9,694 | 9,116 | 9,091 | 8,360 | 7,901
Hispanic 6,006 | 6,339 | 6,655| 8,126 | 8,416 | 8,574 | 8,697 | 8,308 | 8,070 | 7,439 | 7,155
Related children under 18 years of age in families
All races 12,715 | 13,658 | 13,876 | 14,961 | 14,610 | 13,999 | 13,764 | 13,422 | 12,845 | 11,510 | 11,086
White 7,696 | 8,316 | 8,333 | 9,123 | 8,826 | 8,474 | 8,488 | 8,441 | 7,935| 7,123 | 6.873
Black 4412 | 4,637 | 4,850 | 5,030 | 4,787 | 4,644 | 4,411 | 4116 | 4,073 | 3,644 | 3,454
Hispanic 2,750 | 2,977 | 2,946 | 3,666 | 3,966 | 3,938 | 4,090 | 3,865 | 3,670 | 3,382 | 3,173
Families with female householder, no hushand present, and children under 18 years of age
All races 3,426 | 3,767 | 3,761 | 4,034 | 3,816 | 3,634 | 3,755 | 3,614 | 3,456 | 3,116 | 2,767
White 1,814 | 1,969 | 1,980| 2,123 | 2,064 | 1,980 | 2,032 | 2,069 | 1,926 | 1,656 | 1,475
Black 1,513 | 1,676 | 1,659| 1,780 | 1,591 | 1,533 | 1,593 | 1,436 | 1,397 | 1,333 | 1,164
Hispanic 536 584 543 706 700 735 760 701 707 630 541

NOTES: The Black and White race groups include persons of both Hispanic and non-Hispanic origin. Conversely, persons of Hispanic
origin may be of any race.

SOURCE: U.S. Bureau of the Census, 2000c.
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Chapter 3. DRUG USE IN THE GENERAL POPULATION

This chapter provides an overview of drug use patterns for the U.S. population. The overview mainly draws on
data from the Substance Abuse and Mental Health Administration’s (SAMHSA) National Household Survey
on Drug Abuse (NHSDA), which has become the premier source of epidemiological evidence on recent drug
use in the United States. Each year, using methods that help promote accuracy of reporting and confidentiality
of the results, NHSDA staff draws large population samples and solicits participation of respondents sampled
for the survey from among all civilian noninstitutionalized residents age 12 and older. These designated respon-
dents, selected to yield a national representative sample, are asked to answer standardized questions about their
use of alcohol, tobacco, and other drugs. The chapter also presents data on attitudes and perceptions toward
drug use as surveyed by the Partnership for a Drug-Free America’s Partnership Attitude Tracking Survey (PATYS),
as well as vital statistics abstracted from birth certificates in selected states.

For the most part, survey-based estimates presented in this chapter are for “prevalence” proportions that describe
the nature and extent of illegal drug, alcohol, and tobacco use in the United States. One set of estimates is used
to describe the cumulative occurrence or “lifetime prevalence” of illegal drug use in the population. These estimates
answer the question, “Within the current population or population group being surveyed, what proportion has
either a past history of illegal drug use or recently active illegal drug use?”

In contrast, estimates for “1-month prevalence” pertain to the most recent 1-month interval up to and including
the date of survey assessment of each individual survey participant. The estimates for “I1-month prevalence”
answer questions of the following form: “Within the current population or population group being surveyed,
what proportion has a recent history of illegal drug use?” and “What proportion of the survey population is a
‘current’ illegal drug user?” Estimates for “1-year prevalence” shift the focus of this question to the 1-year interval
up to and including the date of survey assessment.

In this report’s estimates, the use of glue, gases, and inhalant drugs to get high generally has been combined with
extramedical or illegal use of internationally and federally controlled drugs. Foremost among the internationally
and federally controlled drugs are marijuana and hashish, heroin, LSD, and certain other hallucinogenic drugs,
all of which have been assigned to high-level Schedule I controls designated for drugs that have no federally
recognized safe use in the practice of medicine; their only legal use is in research approved by national
governmental authorities.

Other schedules of the international and Federal regulations encompass a broad array of prescription and over-
the-counter (nonprescription) medicines with clearly legitimate medical uses. This group includes cocaine and
other anesthetics; morphine, codeine, oxycodone, and other pain-relieving and cough-suppressing medicines;
barbiturates and other sleep-promoting or calmative preparations; tranquilizers and other anxiety-relieving
medicines or muscle relaxants; and methylphenidate and other psychostimulant medicines used to treat atten-
tion deficit disorder with hyperactivity and narcolepsy, or administered as diet aids. Any use of marijuana, LSD,
or heroin qualifies as illegal under U.S. law, but cocaine, tranquilizers, sleeping pills, pain relievers, and many
psychostimulants have legal medicinal uses.

In most epidemiological studies, the use of these internationally and federally regulated medicines is considered
illegal or extramedical when the user intends to get high or to commit suicide, when the motive for intoxication
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leads to taking more than the doctor prescribed, and when the medicine is used for intoxicating or withdrawal-
relieving effects that are beyond the boundaries of the medical prescription. These forms of extramedical drug
use, beyond the boundaries of the medical prescription, generally are grouped with nonresearch use of Schedule
I drugs in a category called “illegal drug use” even if the drug user ordinarily would not be prosecuted (e.g., in
an incident of unsuccessful suicide attempt by overdose).

Epidemiological information is crucial to our understanding of the nature and scope of alcohol, tobacco, and
illegal drug use. Information on illegal drug use generally is derived from population surveys because the use of
alcohol, tobacco, and other drugs cannot be probed deeply in the traditional sources of epidemiological data on
morbidity and mortality, such as hospital or clinic records, death certificates, and national registries. A large
majority of illegal drug users seek care from primary care health providers in any given year. Nonetheless, health
professionals largely do not talk with the patient about illegal drug use, with such use remaining undetected or

unmentioned and thus never becoming part of official medical records available for epidemiological scrutiny
(e.g., see Anthony and Helzer 1991, 1995; Anthony 2000).

Necessarily, reliance on survey-based estimates provokes legitimate concern about the sources of error in the
survey data, just as epidemiologists tend to be concerned about sources of error in medical records and vital
statistics. One source of error can be understood in relation to the difficulty of surveying potentially important
population subgroups, such as homeless individuals and incarcerated prisoners. Numerically, these subgroups
represent small fractions of the total U.S. population. However, research on these subgroups tends to disclose
large values for cumulative occurrence and prevalence of alcohol and tobacco use, as well as illegal drug taking

(e.g., see Anthony and Helzer 1991).

One way to constrain this source of error is to respecify the population of interest. For example, the NHSDA
population generally is described as a national survey of the U.S. “civilian, non-institutionalized population age
12 and older,” which excludes subgroups like incarcerated prisoners. This distinction between the total U.S.
population and the specified NHSDA population is important to recall in interpreting NHSDA statistics.
Figure 1 from the NHSDA 2000 provides evidence that this distinction may be important.

Although the NHSDA population has been defined to exclude incarcerated prisoners and other institutionalized
citizens, the adult survey respondents include recently released prisoners who are parolees or on probation or
supervised release at the time of assessment. As shown in Figure 1, recently incarcerated individuals now on
supervised release, parole, or probation are more likely to be recent illegal drug users (Substance Abuse and
Mental Health Administration 2001b). Once the analysis takes into account male-female and age differences
between these recently incarcerated individuals and the rest of the corresponding civilian noninstitutionalized
population, the recent prisoners are two to three times more likely to have been recent illegal or extramedical
drug users (i.e., use in the month prior to survey).

Epidemiological surveillance operations based on sample surveys face another potential source of error, which
is displayed in confidence intervals that can be constructed for each survey estimate. These confidence intervals
serve to index the precision of each estimate; when properly calculated, the intervals provide general boundary
conditions for each prevalence estimate from the surveys. Any single prevalence number from a survey sample
is not quite accurate, if only because of random fluctuations when a sample of several thousand individuals is
used to represent characteristics of millions of individuals in the total population. However, we can have more
certainty about the accuracy of the confidence intervals, in that each interval encompasses a range of estimates.
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Figure 1. Estimated Prevalence of lllegal Drug Use for Parolees and
Probationers Versus Other Adults: 2000
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SOURCE: National Household Survey on Drug Abuse, Substance Abuse and Mental Health Services Administrations, Office of Applied
Studies, 2001b.

In general, all else being equal and up to a point, the width of the confidence interval becomes smaller with
increases in effective sample size, and the interval allows us to make a roughly accurate assessment of the mag-
nitude of alcohol, tobacco, and illegal drug use in the population being surveyed at the same time, even when
we cannot be entirely confident about the accuracy of the reported prevalence number. To illustrate, in the
NHSDA 1999 report, we learn that an estimated 10.2 percent of those ages 20-25 in the U.S. civilian nonin-
stitutionalized population zever have tried alcohol, tobacco cigarettes, or marijuana (i.e., about 90 percent had
used one or more of these drugs). The value of 10.2 percent is the best NHSDA estimate, and it demonstrates
that use of these drugs is prevalent among young adults in our Nation. However, we can be almost totally con-
fident that 10.2 percent is not exactly correct. The true value might be 10.21 percent or 10.19 percent or even
9 percent or 11 percent, because even a sample of hundreds of thousands would be too small to yield absolute
certainty about a population of millions. The reported NHSDA 95-percent confidence interval for this estimate
of 10.2 percent runs from a lower bound of 9.5 percent to an upper bound of 10.9 percent, which provides a
boundary of rough accuracy and precision. It is appropriate to summarize the survey result by saying that about
9 to 11 percent of young adults in the survey population have never used any of these three drugs. It would be
inappropriate to claim that exactly 10.2 percent of young adult Americans have never used any of these three

drugs.

For any given subgroup of the population, the width of the confidence interval will tend to increase as effective
sample size decreases, up to a point. For example, the just-described national estimate of 10.2 percent (95-percent
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confidence interval = 9.5-10.9 percent) can be compared to State-level estimates, for which the sample size is
smaller. To illustrate, the NHSDA 1999 estimate for the State of Kansas, 10.8 percent, is no more than slightly
larger than the same year’s national estimate of 10.2 percent. Nonetheless, the national estimate draws strength
from almost 67,000 NHSDA survey participants, whereas the Kansas estimate is based on statistical projections
from a sample of fewer than 2,000 Kansans and has been strengthened via an estimation procedure that borrows
information from participants residing in other States. Whereas the Kansas estimate is almost the same value as
the U.S. estimate (10.8 percent versus 10.2 percent), the smaller number of Kansas respondents yields a 95-percent
confidence interval that is quite wide: 7.4-15.4 percent (Substance Abuse and Mental Health Administration
2001b). Hence, the numerical difference between the national estimate of 10.2 percent and the Kansas estimate
of 10.8 percent cannot be taken seriously, even though the Kansas estimate is numerically larger.
Epidemiologically and statistically speaking within the limits of these observed data, the national estimate and
the Kansas estimate are indistinguishable.

In contrast, the corresponding NHSDA estimate for individuals ages 20-25 residing in the State of Utah is
34.9 percent, with a 95-percent confidence interval from 29.6 percent to 40.7 percent. That is, an estimated
29 to 41 percent of young adult Utahns have never tried alcohol, tobacco, or marijuana. There is a large separation
between the 95-percent confidence interval derived for these Utahns versus corresponding intervals for young
adults in Kansas and the entire Nation. On this basis, we can have some confidence when we say that the cumu-
lative occurrence of drug experience for young adult Utahns in the civilian noninstitutionalized population is
substantially lower than cumulative occurrence of drug experience among young adult Kansans or among young
adults in corresponding civilian noninstitutionalized populations elsewhere in the United States.

As it happens, when survey-based confidence intervals for epidemiological survey estimates are taken into
account and used as a gauge of the population prevalence of illegal drug use in the United States, the width of
the confidence intervals generally is so large that the intervals tend to accommodate the survey undercoverage
of homeless individuals or incarcerated prisoners. That is, when all drug-using homeless individuals and prisoners
are added to the total population prevalence estimates, the resulting sum generally falls within confidence intervals
derived for the civilian noninstitutionalized population. This conclusion can be derived via mathematics and
simulation studies, but in addition, Anthony and Helzer (1991) have provided an empirical demonstration,
drawing on data from epidemiological surveys in which both noninstitutionalized and institutionalized U.S.
populations were assessed using the same methods and by the same survey research teams. Prevalence estimates
based on civilian noninstitutionalized populations did not change appreciably when they were “corrected” to
include prevalence data from institutionalized persons.

A topic for future research includes reassessment of this situation for racial and ethnic minority populations
in the United States. Based on the analyses reported by Anthony and Helzer (1991), it is possible to be fairly
confident that 95-percent confidence intervals based on surveys of civilian noninstitutionalized U.S. residents
do not understate the prevalence of illegal drug use in the United States. Estimates corrected for exclusion of
the homeless and institutionalized U.S. populations fall within the bounds of these confidence intervals.
However, minority population subgroups, especially young African-American males, are overrepresented among
incarcerated prisoners (e.g., see Blumstein and Beck 1999). Hence, it is possible that survey-derived 95-percent
confidence intervals for minority subgroups are differentially influenced by exclusion of the homeless and
prisoners. This open question for future research deserves careful attention, given the well-known racial/ethnic
imbalances of the U.S. incarcerated population relative to the civilian noninstitutionalized population.
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Even if the NHSDA population could be redefined to include institutionalized and homeless persons, there
would be good reason to regard the survey estimates as understatements about the nature and scope of illegal
drug use in the United States, due to the various sources of survey error described above and elsewhere
(e.g., Substance Abuse and Mental Health Administration 2001a), the fact that sampled respondents can
decline to participate in accord with principles for protection of human subjects, and to reliance on self-report
methods. A similar situation has been found in surveys of alcohol use, which tend to understate the actual
volume of alcoholic beverages consumed, as independently assessed via sales tax receipts. These sources of error
also make it difficult to compare the nature and scope of alcohol, tobacco, and illegal drug use across racial and
ethnic minority subgroups because it is not possible to be sure that population coverage and accuracy of
self-report are equally distributed across these subgroups. Nevertheless, as described in this chapter, many of the
survey-based statistics on nature and scope of alcohol, tobacco, and illegal drug use are illuminating. The
statistics often challenge popular beliefs about these topics, and they help identify gaps in our epidemiological
evidence that merit attention in future research.

One set of popular beliefs already has been discussed in Chapter 1 and in prior editions of this report. For exam-
ple, despite considerable heterogeneity and subgroup variation within the main racial/ethnic categories used in
official U.S. statistics, a popular belief persists that African Americans and Hispanic Americans are substantially
more likely to be involved in illegal drug use than are non-Hispanic Whites, and that Asian Americans are less
likely to be illegal drug users. Recently produced epidemiological estimates from NHSDA 1999-2000 survey
findings tend to challenge at least some of these beliefs.

For example, based on the NHSDA 1999-2000 data, an estimated 6.4 percent of non-Hispanic Whites have
recently engaged in illegal drug use; corresponding estimates for non-Hispanic African Americans and Hispanic
Americans are virtually indistinguishable from these values, once precision of the estimates has been taken into
account (e.g., via 95-percent confidence intervals). The only Hispanic Americans showing numerically greater
1-month prevalence of illegal drug use are those of Puerto Rican heritage (10.1 percent). Otherwise, observed
1-month prevalence values for Hispanic-American subgroups are no different or tend to be smaller than the
corresponding values for non-Hispanic Whites and Black (Figure 2).

Another important observation from Figure 2 is the excess 1-month prevalence estimate, close to 12 percent,
observed for American Indian/Alaska Native members of the population, as compared with other subgroups.
Whether this excess frequency of recent illegal drug use is due to a greater accuracy of reporting by American
Indian/Alaska Native survey respondents is an open question. Further, even if there is comparable accuracy of
reporting, we will need more definitive evidence from future replications of the national survey. However, the
observed excess might be identifying a difference of public health importance with respect to orientation of
public health intervention programs for American Indians and Alaska Natives in the United States—a topic we
will return to later in this report.

Figure 2 also demonstrates noteworthy variation within the Asian subgroups of the U.S. population under survey
in NHSDA, with data on Pacific Islanders missing because there were too few Pacific Islander respondents for
precise estimation. In NHSDA 2000, the estimated prevalence proportion for Native Hawaiian and other
Pacific Islander group is 6.2 percent, close to the value for non-Hispanic Whites, whereas the estimate for the
Asian subgroup within the Asian/Pacific Islander population is 2.7 percent. Hence, in general, Asian Americans
appear to be less likely to report recent illegal drug use than other U.S. population groups. However, this
generalization does not hold true for Korean Americans, for whom the 1-month prevalence estimate from
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Figure 2. Estimated Prevalence of Recent lllegal Drug Use by Race/Ethnicity: 1999-2000
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SOURCE: National Household Survey on Drug Abuse, Substance Abuse and Mental Health Services Administrations, Office of Applied
Studies, 2001b.

combined 1999-2000 data (6.9 percent) is not appreciably different from the values observed for non-Hispanic
Whites and Blacks (e.g., see Figure 1 and Substance Abuse and Mental Health Administration 2001a).

A remarkably similar profile of subgroup variation can be seen in Figure 3, which presents the most recent
NHSDA 1999-2000 prevalence estimates for tobacco cigarette smoking. Here, with respect to recent tobacco
smoking, we again see an excess prevalence for the American Indian/Alaska Native subgroup (about 40 percent),
whereas the estimates for non-Hispanic Whites and Blacks in the same age range are 25.9 percent and 23.3 per-
cent, respectively. The estimate for Korean-American youth ages 12-20 is 27 percent, the largest value observed

among Asian-American subgroups. Grouping all Asian subgroups, the corresponding estimate is 16.5 percent
(Substance Abuse and Mental Health Administration 2001a).

Notwithstanding the observed variation within and across these relatively refined subcategories within the official
broad categories, the remainder of this chapter generally presents epidemiological statistics for the broad three,
four, or five categories used in past official U.S. statistics on racial and ethnic issues (e.g., White, Black, Other).
However, while reviewing the estimates for these broad categories, readers should recall that Figures 2 and
3 challenge popular preconceptions and beliefs about the nature and scope of illegal drug use among racial/
ethnic minorities in this country and throw new light on subgroup variation within these broad categories.
What is true for Hispanic Americans in general may not hold for subgroups within the Hispanic-American
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Figure 3. Estimated Prevalence of Recent Tobacco Cigarette Smoking,
by Race/Ethnicity: 1999-2000
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SOURCE: National Household Survey on Drug Abuse, Substance Abuse and Mental Health Services Administrations, Office of Applied
Studies, 2001b.

population (e.g., those of Puerto Rican or of Cuban heritage), just as what is true for Asian/Pacific Islanders in
general may not hold for Korean Americans, Chinese Americans, or the separate summary categories that
distinguish Asian Americans from Americans of Pacific Island heritage.

We also note that the NHSDA reports provide no confidence intervals for these estimates across racial/ethnic
subgroups. One of the first items on an agenda for future inquiry will be to clarify whether the subgroup
variations, depicted in these figures and elsewhere in this report, are large enough for us to be confident that
illegal drug use is more prevalent in one subgroup versus another. Based on these recent NHSDA data, we can
be fairly confident that non-Hispanic Whites, Blacks, Pacific Islanders, and Korean Americans have roughly
equivalent prevalence of recently active illegal and extramedical drug use. However, the other numerical estimates
suggest considerable heterogeneity across and within racial/ethnic minority subgroups, with a dramatic excess
among American Indians/Alaska Natives. Once confidence intervals are available, it will be possible to make
more definitive claims about the observed numerical variation from group to group.

In addition to presenting data by race and ethnicity, this chapter presents data by age and sex. These data provide
a framework for comparing drug use across and within race, ethnicity, age, and sex groups. Although race/
ethnicity is the focus of this report, it is important to note both age and sex differences occur irrespective of race
or ethnicity. For illegal drug use, the peak periods for risk of starting drug use are during adolescence and young
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adulthood. Consequently, young people often are targeted in prevention programming because they are an
especially high-risk group for initiation of illegal drug use, alcohol use, and smoking tobacco. In addition, male-
female differences in risk and prevalence of drug use also have been found in many surveys. In general, boys
have tended to initiate drug use earlier than girls and to use slightly greater quantities. For many drugs (but not
all), this pattern of male-female differences in drug use is maintained throughout much of adulthood.

PREVALENCE OF DRUG USE

Most of the subsequent statistics in this chapter are based on data from NHSDA 1998, the most recent survey
for which public use datasets are available for analysis. In 1998, the NHSDA sample included almost 12,000
non-Hispanic Whites, nearly 6,000 non-Hispanic Blacks, almost 7,000 Hispanic Americans, and slightly
more than 1,100 participants in the other main racial/ethnic minority groups. Table 5 presents these values
and corresponding population size estimates based on the U.S. Census, which show that NHSDA includes an
“oversampling” of racial/ethnic minority groups to ensure a sufficient number of minorities for precise estimation.
The tabled values also indicate NHSDA oversampling of young people, which ensures a sufficient number of
adolescents for precise estimation. As noted above, it is widely believed that NHSDA estimates of the prevalence
of illegal drug use are conservative in that some high-risk subgroups are not included in the NHSDA sample
(e.g., prison inmates and the homeless). Because drug use is a sensitive illegal activity and social tolerance for
drug use varies considerably over time, it also might be expected that some respondents deny illegal drug use
even when they have been users. Overexaggeration also is a potential source of error in reporting, although such
errors have been observed mainly in drug surveys of young adolescents (e.g., see Harrison and Hughes 1997;
Anthony et al. 2000).

The issue of accuracy in self-reports takes on special importance in research on ethnicity. The concept of ethnicity
encompasses socially shared and learned modes of interpersonal interaction and styles of communication, which
appear in various forms. Without clarification of these potential sources of error in self-report survey data, it is
difficult to be confident about the meaning of observed ethnic variation in prevalence estimates for illegal drug
use (e.g., larger estimates for American Indians/Alaska Natives and smaller estimates for African Americans).
At the same or similar levels of drug involvement, we might find that members of historically
disadvantaged minority groups are more or less likely to acknowledge that they have engaged in illegal drug
use (Harrison and Hughes 1997).

NHSDA estimates for lifetime and past-month prevalence of drug use among members of the general population
age 12 and older are presented in Table 6. In 1998, for example, an estimated 78 million people age 12 and
older had engaged in illegal drug use at some point in their lifetimes. For the recent interval of 1 month up to
and including the day of survey assessment, an estimated 13.6 million had been recently active illegal drug users
(Table 6). Corresponding estimates from NHSDA 2000 are 86 to 87 million with a history of illegal drug use
and 14 million with recently active illegal drug use (Substance Abuse and Mental Health Administration
2001b).

For many years, marijuana has been prominent among illegally used drugs. Marijuana has been called a “gateway”
drug because its use often precedes other illegal drug use (e.g., cocaine and heroin), perhaps not because
marijuana kindles biological cravings for other drugs but more because marijuana use is part of a more general
social fabric (e.g., see Kandel et al. 1987; Joy et al. 1999). In some investigations, long-term marijuana use has
been linked to serious health problems, such as emphysema (e.g., Joy et al. 1999).
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As depicted in Table 6, in 1998, an estimated 72 million Americans had tried marijuana at least one time, and
an estimated 11 million were recently active marijuana users. (Here and elsewhere in this report, “recently
active” use means use occurring in the month just before the assessment.) Among all Americans age 12 and
older, the corresponding “cumulative occurrence” or lifetime prevalence of marijuana use was 33 percent in
1998 and the corresponding 1-month prevalence estimate was 5 percent (Table 6). That is, one-third already
had become marijuana users; one in 20 had started to use marijuana at some point in time and had engaged in
marijuana use during the month just before assessment. Corresponding estimates from NHSDA 2000 are not
appreciably different: an estimated 76 million, or just over 34 percent with a history of marijuana use and an
estimated 10 million, or about 5 percent with recently active marijuana use (Substance Abuse and Mental
Health Administration, 2001b).

Table 6 also presents prevalence estimates for illegal use of cocaine, which includes cocaine hydrochloride powder
and crack-cocaine. Cocaine is of special health importance because within the first 1 to 2 years of use, an estimated
5 to 6 percent of cocaine users develop the clinical syndrome of cocaine dependence (Wagner and Anthony
2001). An estimated one in six cocaine users had developed cocaine dependence within 10 to 20 years of initial

cocaine use (Anthony et al. 1994; Wagner and Anthony 2002).

Among drugs used illegally and surveyed in NHSDA, cocaine is second in prevalence only to marijuana. Based
on the NHSDA 1998 data presented in Table 6, an estimated 23 million Americans age 12 and older had tried
cocaine at least once (10.6 percent), and an estimated 4.4 million had tried smoking crack-cocaine at least one
time (2.0 percent). Re-estimated via NHSDA 2000, these values are 24.9 million for all forms of cocaine use,
or an estimated 11.2 percent of the survey population, and 5.3 million for crack-cocaine use specifically, or
2.4 percent (Substance Abuse and Mental Health Administration, 2001b).

During 1998, an estimated 1.75 million (0.8 percent) people age 12 and older had used cocaine recently and an
estimated 400,000 to 500,000 (0.3 percent) had used crack-cocaine recently (Table 6). Corresponding estimates
based on NHSDA 2000 are 1.2 million (0.5 percent) for cocaine generally and 265,000 (0.1 percent) for crack-
cocaine (Substance Abuse and Mental Health Administration 2001b).

In recent years, use of LSD and other hallucinogenic drugs has become almost as common as cocaine use in the
United States. For example, in 1998 an estimated 22 million Americans had tried LSD or other hallucinogenic
drugs at least one time (9.9 percent), as compared to the 23 million who had used cocaine (10.6 percent)
(Table 6). For recently active use as estimated from the 1998 survey, an estimated 1.5 million recently have
used hallucinogenic drugs (0.7 percent), compared with 1.75 million, or 0.8 percent, with recent cocaine use
(Table 6). Based on NHSDA 2000, an estimated 26 million (11.7 percent) had used hallucinogens at least one
time, as compared to the 24.9 million (11.2 percent) who had used cocaine at least one time. However, regarding
recently active drug use estimated in the most recent NHSDA statistics from 2000, almost 1 million individuals
used hallucinogens in the month up to and including the date of the interview assessment (0.4 percent); com-
parable hallucinogen values from 1998 were 1.5 million, or 0.7 percent (Table 6 and Substance Abuse and
Mental Health Administration 2001b).

Controlled drugs available by prescription or over the counter also may be used for illegal or extramedical
reasons. For example, based on NHSDA 1998, an estimated 11 to 12 million Americans (5.3 percent) had tried
analgesic (pain-relieving) drugs at least one time to get high or for other extramedical reasons; an estimated
1.7 million (0.8 percent) had engaged in recently active extramedical use of these analgesic medicines (Table 6).
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Corresponding NHSDA 2000 values are 19.2 million (8.6 percent) for lifetime history of use and 2.8 million
(1.2 percent) for recently active use in the month before survey assessment (Substance Abuse and Mental Health
Administration, 2001b).

The use of pain-relieving pharmaceuticals for nonmedical reasons recently has become a more prominent
issue in American society, due to concern about diversion and illegal use of sustained-release oxycodone
(OxyContin®), especially in rural America but also in several cities, including Boston (e.g., see National Institute
on Drug Abuse 2001). Based on the most recently published NHSDA survey reports, there has been a recent
increase in extramedical use of OxyContin®, from an estimated 220,000 extramedical users in 1999 to almost
400,000 users in 2000 (Substance Abuse and Mental Health Administration 2001b). We do not yet know
whether this oxycodone phenomenon will become more dominant in the national level statistics or will be
constrained to more local and isolated outbreaks. This is a topic deserving future epidemiological inquiry.

Psychostimulants, a drug group that includes prescription medicines like methylphenidate (Ritalin), as well as
illegally produced methamphetamine (e.g., “ice”), also are prominent among drugs used illegally or extramedically.
In 1998, an estimated 9.6 million (4.7 percent) had used these psychostimulants illegally or extramedically
(Table 6). The corresponding estimates from NHSDA 2000 are 14.7 million, or 6.6 percent (Substance Abuse
and Mental Health Administration 2001b). For recently active use, in 1998 an estimated 633,000 (0.3 percent)
engaged in illegal or extramedical use of psychostimulant drugs in the month before survey assessment, compared
with an estimated 790,000 (0.4 percent) in 2000 (Table 6; Substance Abuse and Mental Health Administration
2001Db).

Tranquilizing or antianxiety medicines also are prominent among prescription medicines used illegally or
extramedically. In 1998, an estimated 600,00 to 700,000 individuals (0.3 percent of the survey population) had
engaged in recently active illegal or extramedical use of these tranquilizing medicines (Table 6). By comparison,
the estimates from NHSDA 2000 are 1 million recently active users in the month before survey assessment, or
0.4 percent of the survey population (Substance Abuse and Mental Health Administration 2001b).

Sleeping preparations and other sedative medicines were somewhat less likely to be represented among recently
active illegal and extramedical drug users. In 1998, roughly 200,000 individuals (about 0.1 percent of the survey
population) used sedatives illegally or extramedically. Based on NHSDA 2000, the corresponding estimates are
180,000, still about 0.1 percent of the survey population (Substance Abuse and Mental Health Administration
2001Db).

Alcohol is by far the most frequently used drug in the United States. In addition to its purchase and consumption
being legal for those age 21 and older, alcoholic beverages are readily available and socially acceptable in most
parts of the United States. These beverages generally are relatively inexpensive, as compared with the unit dose
prices for many other intoxicating drugs. Data from NHSDA 1998 indicate that slightly more than 80 percent
of the population age 12 and older have tried alcohol at least one time, and just over one-half of the survey pop-
ulation (51.7 percent) consumed alcohol in the month before the survey (Table 6). Corresponding values from
NHSDA 2000 are 81 percent and 47 percent (Substance Abuse and Mental Health Administration 2001b).

Although smoking tobacco is not illegal, this drug is of concern because of its well-established reinforcing func-
tions and negative effects on health. For example, an estimated one in three tobacco smokers has developed a
clinical syndrome of tobacco dependence (Anthony et al. 1994). In addition, tobacco smoking is implicated in
progression toward later illegal drug use (Kandel and Davies 1991).
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According to estimates from NHSDA 1998, slightly more than 150 million Americans in the survey population
(69 to 70 percent) had tried tobacco cigarettes at least one time, and more than 60 million (27 to 28 percent)
were recently active tobacco smokers in the month before the survey (Table 6). Estimates from the NHSDA
2000 indicate no marked change in these estimates, with 148,000 individuals having a history of tobacco
smoking and an estimated 56,000 considered recently active smokers (Substance Abuse and Mental Health
Administration 2001b).

Estimated male-female differences and age-specific prevalence of past-month alcohol, tobacco, and illegal drug
are depicted in Table 7. In general, the largest prevalence estimates for recently active use are observed for young
adults ages 18-25 and for males. For all drug groups depicted in Table 7, the illegal drug use prevalence
estimates for individuals age 35 and older are lower than values observed for younger age groups, due in part to
a combination of effects associated with birth cohorts, secular periods, and aging. The variation by age is some-
what less pronounced for alcohol and tobacco, although the lower values observed for adolescents ages 12—17
signify opportunities for preventive interventions during the childhood and early adolescent years.

Generally observed male-female differences in the Table 7 estimates are least pronounced for tobacco cigarettes.
In 1998, an estimated 29 to 30 percent of men in the survey population were recently active tobacco cigarette
smokers. The corresponding estimate for women is 25.7 percent (Table 7). This male-female difference
remained relatively stable at about 4 to 5 percentage points during the last years of the 20th century. Based on
NHSDA 2000, an estimated 27 percent of males age 12 and older in the survey population had smoked tobacco
cigarettes in the month before survey assessment, compared with an estimated 23 percent of females in the
survey population (Substance Abuse and Mental Health Administration 2001b).

Table 8 expands the epidemiological description to encompass features of race and ethnicity, based on new
analyses of public use datasets distributed after completion of the NHSDA 1998 data gathering and completed
specifically for this report. Public use datasets from NHSDA 1999 and 2000 have not yet been released, so it has
not been possible for this report to include estimates based on these more recent data. Nonetheless, the general
epidemiological patterns depicted in evidence from these analyses are not expected to change dramatically from
year to year, with some important exceptions. One important exception involves dynamic epidemiological
changes in the incidence of drug use, as observed in the late 1980s with cocaine. Whereas lifetime prevalence
of cocaine use remained relatively stable or declined somewhat during the 1980s when national-level statistics
were examined, data on the number of new initiates show dramatic changes across different race-
ethnicity groups. For example, as depicted in Figure 4, data reveal that for non-Hispanic Whites, the number
of new initiates reached a peak in the late 1970s and early 1980s, while the number of new Black and Hispanic
initiates remained at lower levels. It was not until several years after peak incidence among Whites that the
incidence curves for Blacks and Hispanics showed their peaks (Figure 4). Hence, the national epidemic of
cocaine use in the United States really can be subdivided into more than one epidemic, with an earlier epidemic
and earlier peak for non-Hispanic Whites and a later epidemic and later peak for Blacks and Hispanics (Gfroerer
and Brodsky 1992; figure adapted from Gfroerer and Brodsky 1992).

Notwithstanding the dynamic epidemiological conditions that were evolving during the 1980s and early 1990s,
it generally is true that patterns of race- and ethnicity-related alcohol, tobacco, and illegal drug use tend not to
change over short spans of time. Until new analyses of the 1999 and 2000 NHSDA data have been completed,
the NHSDA 1998 estimates provide the best available epidemiological descriptions for racial/ethnic minority
population groups in America. As depicted in Table 8, and based on summaries across the broad five racial/
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Figure 4. Estimated Number of New Users of Cocaine for Three
Population Subgroups: 1976-1989
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NOTE: This figure has been prepared for this report, based on results from retrospective age of onset analyses of NHSDA data (Gfroerer
and Brodsky 1992). The number of White, non-Hispanic new initiates is shown on the y-axis to the left. The numbers of Black
non-Hispanic initiates and Hispanic initiates are shown on the right y-axis.

ethnic categories (rather than looking for subgroup variation within these categories), the estimates show that
Asian/Pacific Islanders tend to have the lowest prevalence of past-month drug use. For example, as seen in the
last column of Table 8, the prevalence estimate for recently active illegal drug use is 2.8 percent for Asian/Pacific
Islanders, versus estimates that range from 6.1 percent to 9.3 percent for the other subgroups listed in the table.
Similar contrasts of varying magnitude can be seen for recently active use of marijuana, cocaine, and alcoholic
beverages, heavy use of alcoholic beverages, and tobacco cigarette smoking (Table 8, last column). Numerical
estimates for the American Indian/Alaska Native subgroup tend to display the largest values in the last column
of Table 8, except for recently active drinking of alcoholic beverages. However, without confidence intervals and
statistical adjustment for differences in the age distributions of these subgroups, it is difficult to assess whether
American Indians and Alaska Natives have higher prevalence than the other subgroups.

In addition, as discussed by Lillie-Blanton et al. (1993), the observed variation in drug experience across racial-
ethnic subgroups may be a function of socially shared neighborhood characteristics that are extrinsic with
respect to race and ethnicity. That is, in analyses that did not take neighborhood into account, Lillie-Blanton
and colleagues found that Blacks were more likely than Whites to have become crack-cocaine users. However,
comparing Blacks and Whites living in the same neighborhood areas (i.e., with neighborhood-matching), there
were no such Black-White differences in occurrence of crack-cocaine use. Flewelling and colleagues (1992)

40



Drug Use in the General Population

reported similar conclusions based on analyses with statistical adjustments for characteristics of census tracts as
measured in the U.S. Census (Lillie-Blanton et al. 1993). Interpretation of racial/ethnic variations, as depicted
in Table 8, remains uncertain until statistical precision of the estimates has been taken into account; misinter-
pretation of the evidence is possible without comparison to estimates that control for features of social context
and socioeconomic circumstances.

The data in Table 8 also are generally consistent with the patterns of age-specific variation seen in Table 7. For
example, estimates for past-month illegal drug use show the largest values for individuals ages 18-25. This
observed excess prevalence among this age group is due in part to peak periods of risk of initiating illegal drug
use during the middle and later years of adolescence and in part to the epidemiological fact that many adoles-
cent drug users sustain their illegal drug use into young adulthood, sometimes in association with development
of drug dependence syndromes (e.g., see Wagner and Anthony 2002; Substance Abuse and Mental Health
Administration 2001a). The lower values observed after age 34 are due in part to the lower risk of initiating
illegal drug use in these years, as well as the lower risk of becoming drug dependent after young adulthood
(e.g., see Eaton et al. 1989; Warner et al. 1995; Wagner and Anthony 2002).

Comparison of male-female differences shown in the next-to-last columns of Table 8 shows a general male excess
in prevalence of recently active illegal drug use, alcohol use, heavy alcohol use (defined as “5 or more drinks on
the same occasion on at least 5 or more days in the month prior to assessment”), and tobacco cigarette smoking,
across all racial/ethnic groups under study. For example, looking across the five racial/ethnic groups, for marijuana
and cocaine use, men are some one-and-a-half to three times more likely than women to be recently active
marijuana users and to be recently active cocaine users. One exception is seen among American Indians/Alaska
Natives, where the ratio of prevalence estimates is more than tenfold (Table 8).

To some extent, this pattern of male excess prevalence for illegal drug use may be traced back to males being
more likely to have opportunities to try marijuana, cocaine, and other controlled drugs. To date, the epidemi-
ological evidence from the United States indicates that males are more likely than females to have opportunities
to initiate illegal drug use, but females are generally just as likely as males to initiate illegal drug use once the
opportunity is presented (Van Etten and Anthony 2001). In addition, with the most controlled drugs, women
are just as likely to become drug dependent once they initiate extramedical drug use. There may be a female
excess in risk of developing dependence on prescription medicines, once extramedical use of these medicines has
started, but these medicines are not included in the list of drugs in Table 8 (e.g., see Anthony et al. 1994).

A general age-related decline can be observed in comparing Table 8 estimates for individuals ages 26-34 with
those for adults age 35 and older. Noteworthy exceptions are apparent for several drugs and groups, where there
may be no age-related difference at all. One exception involves prevalence of recently active cocaine use among
American Indian/Alaska Natives, for whom the estimate is 0.3 percent for individuals ages 25-34 and 1.5 percent
for adults age 35 and older. Another exception involving the American Indian/Alaska Native population group
involves heavy alcohol use, with a prevalence of 16 percent for individuals ages 26-34 and 14.3 percent for older
adults. These exceptions are noteworthy because in general the above-mentioned effects of aging, birth cohort
differences, and secular periods tend to contribute to lower prevalence estimates among older adults. In
American Indian/Alaska Native populations, these general effects may be cancelled to some extent by excess
mortality risk for middle-aged members of this racial/ethnic minority group and (more speculatively) by excess
risk of alcohol or other drug dependence.
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The exceptions observed for tobacco cigarette smoking in Table 8 also are noteworthy. Among Black Americans
and Hispanic Americans, no age-related decline in prevalence of recently active tobacco cigarette smoking is
evident in comparing individuals ages 26-34 with older adults age 35 and older. If the age-related declines
observed for non-Hispanic Whites are attributed to effective public health interventions, it is possible that the
impact of these interventions has not been so prominent among these racial/ethnic minority groups.

Across all age groups, American Indian/Alaska Natives exhibit the highest prevalence estimates for past-month
use of marijuana. This observation requires replication as well as error checking and evaluation in relation to
confidence intervals. Once the NHSDA 1998 data are subdivided by recently active (past month) drug use, age,
and race/ethnicity, the numbers of American Indian/Alaska Native recently active drug users in each age group
become quite small and the corresponding estimates become quite imprecise.

The apparent excess prevalence of recently active cocaine use among African Americans ages 26—34 has been
observed since the early 1990s. The lower prevalence of cocaine use among the youngest African Americans
also has been noted. These are epidemiological patterns that merit attention in planning for public health
intervention. Nonetheless, as noted already within this chapter, with neighborhood matching or statistical
adjustment for neighborhood characteristics, the excess occurrence of cocaine use among African Americans
is much attenuated. An excess, if any, might be traced back to greater street-level cocaine availability and
relatively uncontrolled drug dealing in still-segregated neighborhoods with a high density of African Americans
(e.g., see Lillie-Blanton et al. 1991; Ensminger et al. 1997).

Table 9 presents a detailed look at recently active (past month) use of alcohol, tobacco, and other drugs within
the U.S. Hispanic population, with subgroupings for six Hispanic subgroups. There is some value in presentation
of prevalence estimates for these Hispanic subgroups, but caution must be voiced. Compared with prior annual
NHSDA surveys, the NHSDA 1998 dataset was unusual in the number of Hispanic respondents (n=6,795).
Nonetheless, once six subgroups are created and additional subdivisions into four age groups are made, the
number of illegal drug users within each subgroup is limited, as is the total size of each subgroup. In consequence,
the confidence intervals for most of the age-specific estimates in Table 9 are wide, and the observed variation may
well be an artifact. Nevertheless, several general conclusions are warranted. For example, as depicted in the last
column of Table 9, for recently active illegal drug use, considerable subgroup variation in prevalence exists across
the various Hispanic heritage groups. For example, the lowest prevalence estimates are observed for U.S. Hispanic
residents of South American and Cuban heritage: 2.1 percent and 3.4 percent, respectively. These lower values
are observed not only for all members of these subgroups (last column) but also for males and females (next-to-
last columns). The largest estimates are obtained for the “Other” group of Hispanic residents and for those of
Puerto Rican heritage: 8.2 percent and 6.9 percent, respectively (shown in the last and next-to-last columns
of Table 9). The excess prevalence of illegal drug use among South Americans is especially interesting because
this group’s value cannot be explained by their marijuana and cocaine use. Adding the marijuana and cocaine
prevalence values for the “Other” group yields a sum of just 5.1 percent, not large enough to account for the
8.2 percent estimate for “any illegal drug use,” even if none of the marijuana users consumed cocaine and none
of the cocaine users consumed marijuana—an unlikely circumstance. Hence, some other form of illegal drug
use must be contributing to the observed general excess prevalence in relation to illegal drug use—perhaps
inhalant drugs as described by Mesquita and colleagues (1997) or extramedical use of prescription medicines as

described by Nappy and Carlini (1993) and others.
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Hispanic residents of Puerto Rican heritage also have relatively higher prevalence estimates for marijuana,
cocaine, and tobacco cigarette smoking. This excess prevalence among Puerto Ricans is observed for marijuana
and tobacco smoking for both males and females, but the observed excess prevalence of recently active cocaine
use is seen for males of Puerto Rican heritage but not females. This epidemiological pattern merits greater
attention in future research. As depicted in Figure 2, the apparent excess prevalence of illegal drug use among
U.S. Hispanic residents of Puerto Rican heritage has been replicated independently in the data from NHSDA
1999-2000, and also was seen in data from NHSDA 1996. Associated implications for planning of public
health interventions will become more clear once there are more probing analyses of these initial epidemiological
observations, with attention to social context, geographic locations, and other circumstances, conditions, and
processes associated with illegal drug use in this population subgroup.

Based on data in Table 9 from NHSDA 1998, persons of South and Central American heritage had the highest
prevalence values for recently active consumption of alcohol (46 percent and 47.2 percent, respectively), but it
was U.S. Hispanic residents of Mexican heritage who had the highest prevalence of recently active heavy alcohol
use (7.4 percent). The South and Central American values for heavy alcohol consumption were intermediate in
level (4.1 percent), and Cuban-Americans had the lowest prevalence of heavy alcohol consumption (1.7 percent).

The data on male-female differences among Hispanic subgroups show a pattern that is generally consistent with
sex-specific estimates for other racial/ethnic minority groups (Table 9). That is, in general, Hispanic females
have a lower prevalence of recently active drug use for all drug categories compared with males. In many con-
trasts, Hispanic males are two to three times more likely to be recently active drug users. Women of Cuban-
American heritage have the lowest prevalence estimates observed for marijuana, cocaine, and heavy alcohol use.

As noted in the initial description of Table 9, imprecision in these epidemiological estimates prompts some
hesitation in the interpretation of the observed variation across age groups within the Hispanic subgroups.
Nevertheless, it is noteworthy that the general pattern of age-specific variation described in relation to the
Table 8 estimates also is apparent for many of the Hispanic subgroups depicted in Table 9. One interesting
age-specific relationship is seen in relation to recently active heavy alcohol consumption. There is relatively
invariant prevalence of recently active heavy alcohol use across the three adult age groups of Mexican Americans,
with values of 9.2 percent for individuals ages 18-25, 8.6 percent for those ages 26-34, and 7.5 percent for
adults age 35 and older. There is a sharp decline from the value observed for individuals ages 18-25 of Puerto
Rican heritage, compared with values observed for older adults (11.9 percent to 5.4 percent to 6.1 percent) in
this subgroup. With other subgroups for which there is an adequate number of participants, the age-specific
estimates show age-related declines among non-Hispanic Whites and most of the other groups represented in

Table 8.

In many public health reports, women ages 15-44 are considered to be of childbearing age. Table 10 presents
NHSDA 1998 estimates for the prevalence of drug use among women ages 15-44 by age, race/ethnicity, and
metropolitan/nonmetropolitan location. Estimates for lifetime history of illegal drug use indicate that use is
highest among White women (51.2 percent), followed by African-American women (36.0 percent), Hispanic
women (26.2 percent), and women of other race/ethnicity groups (20.2 percent). Recently active illegal drug
use showed a somewhat different pattern across these groups, with a slightly higher prevalence of past-month
illegal drug use for both non-Hispanic White and African-American women (7.6 percent and 8.1 percent,
respectively), compared with Hispanic women and women in the “Other” group (6.1 percent and 3.0 percent,
respectively). In general, prevalence estimates for illegal drug use and for recently active use of marijuana and
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cocaine were highest among women ages 15-24. There were several exceptions, and a noteworthy pattern of
age-specific estimates was observed for recently active cocaine use among African-American women. Among
that group, an estimated 0.4 percent of women ages 15-24 were recently active cocaine users, compared with
2.2 percent and 2.1 percent for individuals ages 25-29 and 30—44, respectively. The lower prevalence value for
the youngest women is not seen in the age-specific estimates for non-Hispanic White women or for Hispanic
women. Within these two groups, the youngest women are the most likely to be recently active cocaine users.

Observed variations across metropolitan and nonmetropolitan areas also are noteworthy in several instances. For
example, among non-Hispanic White women and African-American women, there is a general tendency toward
higher prevalence of illegal drug use in metropolitan areas than in nonmetropolitan areas. This pattern is not
seen for women of Hispanic heritage nor for women in the “Other” racial/ethnicity group (Table 10).

From vital statistics data abstracted from birth certificates in selected States, it is possible to add a different per-
spective on the drug use of women in the childbearing years. These statistics disclose trends in the prevalence of
tobacco smoking during pregnancy among mothers of live-born infants. From 1993 through 1999, there were
modest declines in these estimates (Table 11), which represent a continuation of declines observed between
1989 through 1993 (National Institute on Drug Abuse 1998). For example, evaluating the estimates for all
mothers of live-born infants (last row of Table 11), the proportion that smoked during pregnancy in 1993 was
almost 16 percent. By comparison, the value observed in 1999 was 12 to 13 percent.

Supplementing the NHSDA statistics, these epidemiological data add more information about heterogeneity
within the broad racial/ethnicity subgroups generally displayed in official statistics. To illustrate, in these data,
the observed prevalence of smoking during pregnancy is substantially greater for Hawaiian and part-Hawaiian
women than for the other Asian and Pacific Islander groups represented in the table. Whether this impression
is a result of a sampling artifact or other errors remains an open question for future research. It is possible that
this type of subgroup variation might be due to methodological difficulties in vital statistics, such as incomplete
coverage of Hawaiian versus other Asian live-borns in the birth certificate database. It certainly is true that
completeness and accuracy of information on birth certificates can vary from place to place and time to time.
For example, it may be possible that birth certificate processes and recording of tobacco smoking status of the
mothers is more complete in public health districts serving Hawaiian mothers and live-born infants than in
other areas of the country.

ATTITUDES AND PERCEPTIONS

In accord with sociological concepts elaborated by George Herbert Mead, several social psychological theories
of drug-taking link an individual’s attitudes about drug use and perceptions of the harmfulness of drug use to
the individual’s risk of becoming and remaining a drug user. Recent economic theories also incorporate links
between subjective assessments of the utility of drug-taking behavior, both short- and long-term, and the prob-
ability of choosing to initiate or sustain drug use. According to most of these theories, when people anticipate
or perceive there are risks of harm attached to drug-using behaviors, they are less likely to engage in those
behaviors.

Ecological analyses of national-level statistics yield evidence consistent with these theories. For example, time
trends in perceived harmfulness of drug use are linked with time trends in prevalence of drug use, even when
perceived availability of drugs remains constant or is held constant statistically.
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These theories and data have prompted speculation about the possibility of preventing or reducing youth’s drug
use by manipulating attitudes or perceptions about the harmfulness of drug use, either through family process,
peer communication, drug education programs, or mass media and other social marketing campaigns. Of
course, it is possible that alternative processes are at work in generating the observed data. For example, mass
media campaigns and drug prevention efforts often are redoubled during periods of increasing prevalence of
drug use, but concurrent with these periods are processes of personal exposure to the casualties of drug use. To
the extent that a youth has an older brother, other relative, or friend who becomes a casualty of drug use, the
harmfulness of drug use may acquire an immediacy that has substantial impact on the likelihood of future drug
use. Of course, as prevalence of drug use begins to mount, these personal experiences with the harm and casualties
associated with drug use also increase, all else held constant. Consequently, perceptions of harmfulness of
drug use may be more influenced by increasing prevalence of drug use and personal observation of drug-related
casualties and less influenced by concurrent mass media or drug prevention campaigns.

Theories about the links between perceived harmfulness and prevalence of illegal drug use remain incomplete
to the extent that they fail to account for these reciprocities between prevalence of drug use at the population
level and perceptions about harmfulness of drug use at the individual level. Nevertheless, theoretical concerns
aside, there is good reason to speculate about whether drug prevention campaigns might be aided by a better
understanding of the interrelationships between a person’s attitudes and perceptions about drug use and the per-
son’s individual-level probability of becoming a drug user. For this reason, several studies have been measuring
attitudes and perceptions about drug use in an effort to track and improve understanding of their relationships
with drug-taking behavior.

PATS is an ongoing national study that seeks information about the attitudes of students and parents, as well
as estimates of drug-related behavior in these populations. For example, in 2000, more than 7,000 students in
the middle- and high-school grades (7-12) answered questions administered as part of the PATS classroom
surveys. Parents generally are interviewed at home. In some years, the PATS survey has extended to children in
primary school (grades 4-6), but this was not the case in 2000, the 13th wave of this research project since its
initiation in 1986.

Table 12 presents estimates from PATS, as reported from 1997 through 2000. For example, in the first row of
Table 12, it is possible to see a downward trend in the proportion of youth (grades 4-6) who report that mari-
juana is easy to get, with general parallel trends for Whites (columns 1-4), Blacks (columns 5-8), and Hispanics
(columns 9-12). The trends for teens and for parents are not as regular. For example, among White parents
asked whether marijuana was very easy for their children to get, the estimate for 1997 was 27 percent, and in
2000 it was 25 percent—not a large enough difference to be remarkable. Similarly among Black parents, the
corresponding values were 33 percent and 31 percent, with values of 36 percent and 42 percent in 1998 and
1999, respectively. It might be said that White teens perceived reduced availability of marijuana between 1997
(60 percent) and 2000 (54 percent), but the corresponding trends for Black and Hispanic teens were relatively
more stable.

The patterns for cocaine and crack are of note and show possible variation across the racial/ethnic subgroups.
For example, in 1997, an estimated 14 percent of White youth in grades 4—6 reported that cocaine and crack-
cocaine were easy to get, and 17 percent of White parents reported congruent impressions about cocaine/crack
availability to their children. By 1999, the estimate based on the youth’s reports was only 7 to 8 percent (close
to a value of 6 percent observed in 1993), and in 2000, the estimate based on parents’ reports was 9 percent.
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Downward shifts of somewhat smaller magnitude can be seen in the estimates for Black youth and parents, but
there are no similar shifts in the Hispanic segment of the PATS sample. Whether these estimates on perceived
availability of marijuana and cocaine actually reflect prevailing availability in the communities surveyed remains
an open research question, but the apparent numerical difference across these several racial/ethnic groups is
provocative and warrants more detailed scrutiny (e.g., confidence interval estimation and investigation of other
circumstances, conditions, and processes). When seen in the context of differences between reports of Black
youths and their parents, the apparent general congruence between reports of Hispanic youth and their parents
also merits investigation. Many Black parents sampled have a sense that cocaine and crack are very easy for their
children to get, but less than half as many children see it that way. The same patterns of child-parent incon-
gruence and congruence are seen in the estimates for marijuana availability (Table 12).

Perception of risk is quantified in PATS by the estimated proportion of grade-school children and teens who
associate great risk or danger with the use of various drugs, and by the corresponding proportion for parents
who are asked to describe their child’s perceptions about the dangers of drug use. The PATS assessments asked
grade-school children to report their perceptions of the risks and dangers of cocaine and crack use separately,
while teens and parents were asked to report about cocaine and crack as a single entity. As depicted in Table 13,
from 1997 to 1999, there was general stability in the proportion of youths in grades 4-6 and teens in grades
7—12 who reported that marijuana use is dangerous. For example, in the first row of Table 13, fluctuation occurs
around a value of about 80 percent for White children, 75 percent for Black children, and 75 to 77 percent for
Hispanic children. Without confidence intervals, it is difficult to judge whether the observed variation in these
statistics is meaningful. The general stability in the parents’ reports of their child’s perceptions about the danger
of marijuana use also is noteworthy, with somewhat larger values in 1997 for White and Black parents, but with
no clear pattern among Hispanic parents.

It also is noteworthy that the children do not assign greater danger and risk values to use of cocaine and crack
or heroin than use of marijuana. These perceptions of danger and risk do not reflect what is known about the
relative likelihood of becoming dependent on cocaine or heroin versus marijuana or the relative likelihood of
drug-related death in association with these three drugs (e.g., see Anthony et al. 1994; Wagner and Anthony
2002; Chapter 6, this report). The children’s relatively lower danger and risk evaluations of inhalant drugs also
deserve more detailed investigations, given the public health importance of inhalant drug use in childhood and
adolescence (e.g., see Neumark et al. 1998). These lower evaluations of danger associated with inhalant use also

were seen in the PATS data from 1993 through 1996 (National Institute on Drug Abuse 1998).

Table 14 reports the PATS estimates for the proportion of youth and teens that report being afraid of taking
drugs. In general, youth in grades 4—6 are more likely to report being afraid than are teens in grades 7—12. This
is true for all three of the reported racial/ethnic groups. The estimates across the years reported in Table 14
(i.e., from 1997 to 2000) are generally stable, with no marked upward or downward change from year to year.

The belief that “smoking marijuana is okay sometimes” has been generally stable across these years. One excep-
tion can be seen in the last columns of Table 14, where it appears that Hispanic youths became less likely to
report agreement with this statement 1997 to 1999. However, no similar difference across these years was seen
for Hispanic teens or for the parents. White and Black parents were slightly more likely than their teens and
younger children to agree with the statement that it is okay to smoke marijuana sometimes. This discrepancy
between parents and children was not seen for the Hispanic group, except in 1997, when the younger children
showed the relatively high and perhaps anomalous agreement value of 29 percent.
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Fluctuation has occurred in the observed numerical proportions, but in general between 1997 and 2000, there are
relatively stable estimates for the statement “If parents use marijuana, their children are likely to use marijuana.”
For example, among White parents, an estimated 75 percent agreed somewhat or strongly with this statement in
1997 and the corresponding value for 2000 was 72 percent. It is noteworthy that Black parents are substantially
less likely to agree with this statement than are White and Hispanic parents (Table 14).

Table 14 also shows general stability in respondents’ agreement with the statement “It’s really hard to give my
child reasons not to use marijuana.” Across the years, between 14 and 20 percent of White parents endorsed
this statement, compared with about 18 to 25 percent of Black parents. However, there were marked fluctuations
for the Hispanic parents, with a value of 36 percent observed in 1999 and a value of 13 percent observed in
2000. Information about confidence intervals and possible differences in sampling plans or methods for
Hispanic parents across these years will be required before a difference of this magnitude can be interpreted.

PATS respondents also are asked if they want to hang around people who use drugs; responses are presented in
Table 14. Generally, there is stability in the reports of youth and teens on this aspect of interpersonal relations
and values toward drugs. What is more striking is the difference in values for the younger students in grades 4-6
versus those of the older students in grades 7-12. Whites, Blacks, and Hispanics in older grades have greater
acceptance of social relationships with drug-using people.

Data on youth’s and teens’ attitudes toward selling drugs to make money also are presented in Table 14. These
estimates for younger and older students complement the just-reported values on social relationships with
drug-using people. In contrast to youth in grades 4-6, a much greater percentage of teens feel it is okay to sell
drugs to make money. This finding is consistent across racial/ethnic groupings for the 2 years (1997 and 1998)
in which this comparison can be made.

Comparing the percentage of children and teens in different racial/ethnic groups who feel it is okay to sell drugs
indicates that White students are less favorably disposed to drug dealing than are Black and Hispanic students.
For example, in 2000, an estimated 17 percent of White teens reported strongly or somewhat agreeing with the
statement that it is okay to sell drugs to make money. In that same year, an estimated 27 percent of Black teens
and an estimated 24 percent of Hispanic teens expressed these values.

SUMMARY

Data from NHSDA have started to shed new light on variations within the four or five main racial/ethnic
groupings that typically have been used in summaries of epidemiological evidence about illegal drug use, alcohol,
and tobacco smoking. Several patterns are beginning to emerge, including challenges to preconceptions and
beliefs about greater occurrence and prevalence of illegal drug use among Blacks and Hispanics than among
non-Hispanic White members of the U.S. civilian noninstitutionalized population. Several observations are
noteworthy and merit sustained inquiry, including the prominence of Puerto Ricans among Hispanic illegal
drug users; the pattern of age-specific prevalence estimates for recently active cocaine use among African
Americans, including women of child-bearing age; and the apparent excess prevalence of illegal drug use among
American Indian/Alaska Native groups. In many respects, these data raise more questions than they answer.

PATS data were examined to ascertain information on attitudes of youth, teens, and parents about drug use.
Youth, teens, and parents were asked about the perceived ease of obtaining several illicit drugs; statements
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reflecting attitudes toward drug use, drug users, and drug dealers; and assessments of the relative danger or risk
associated with different drugs. In general, patterns of general stability characterize these statistics; nevertheless,
noteworthy variations are evident between children, teens, and their parents, sometimes reflecting discrepancies
that merit more study because they might provide new information for use in planning drug prevention programs.
In addition, interesting differences define attitudes of primary school and older students toward social relation-
ships with drug users and acceptability of drug dealing to make money. The general observation that Black and
Hispanic teens are more likely than White teens to accept drug dealing as a means of earning money is striking.
Whether this attitude of acceptance is an artifact of sampling or other methodological features of the PATS
approach must be investigated in more detail before this intriguing observation can be translated into public
health action. If confirmed, the observation should provoke planning and implementation of new intervention
programs directed toward shaping the orientation of social networks to address personal involvement in drug
supply and distribution.

Finally, the age-related variation in perceptions about the harmfulness of marijuana, cocaine, heroin, and
inhalants is striking. To some extent, younger students misperceive the relative danger and risk associated with
use of marijuana versus cocaine, heroin, and inhalant drugs, if danger and risk are evaluated based on evidence
about adverse health consequences. However, if danger and risk refer to the likelihood of apprehension by
the criminal justice agencies and the adverse consequences of conviction and incarceration, it is possible that
younger children’s appraisals have some factual basis.
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Table 6. Estimated Prevalence of Use of Selected Drugs Among Persons
Age 12 and Older in the United States: 1998

Ever Used Used in Past Month
Population Population
Drug Percent Estimate Percent Estimate
(in thousands) (in thousands)
Any illegal drug use 35.8 78,123 6.2 13,615
Marijuana 33.0 72,070 5.0 11,016
Hallucinogens 9.9 21,607 0.7 1,514
Inhalants 5.8 12,589 0.3 713
Cocaine 10.6 23,089 0.8 1,750
Crack 2.0 4,476 0.2 437
Heroin 1.1 2,371 0.1 130
Nonmedical use of
Stimulants 4.4 9,614 0.3 633
Sedatives 2.1 4,640 0.1 210
Tranquilizers Bi5) 7,726 0.3 655
Analgesics 5.3 11,595 0.8 1,709
Alcohol 81.3 177,512 51.7 112,850
Cigarettes 69.7 152,313 27.7 60,406

SOURCE: National Household Survey on Drug Abuse, Substance Abuse and Mental Health Services Administration, Office of Applied
Studies, 1998 public use dataset, 2000a.

Table 7. Estimated Prevalence of Past-Month Drug Use in the United States,

by Age and Sex (by percent): 1998

Age Group Sex
All Ages,
Drug 12-17 18-25 26-34 35+ Male Female Both Sexes
Any illegal drug 9.9 16.1 7.0 3.3 8.1 4.5 6.2
Marijuana 8.3 13.8 55 25 6.7 35 5.0
Cocaine 0.8 2.0 1.2 0.5 1.1 0.5 0.8
Alcohol 19.1 60.0 60.9 53.1 58.7 451 51.7
Heavy alcohol 29 13.4 6.9 4.2 9.3 2.3 5.7
Cigarettes 18.2 41.6 32.5 25.1 29.7 25.7 271.7

NOTE: Heavy alcohol use has been defined as “5 or more drinks on the same occasion on at least 5 or more days in the month prior to
assessment,” in accord with the National Household Survey on Drug Abuse specifications on pp. 99 and 102 of source materials.

SOURCE: National Household Survey on Drug Abuse, Substance Abuse and Mental Health Services Administration, Office of Applied
Studies, 1998 public use dataset, 2000a.
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Table 8. Estimated Prevalence of Past-Month Drug Use in the United States,
by Age, Sex, and Race/Ethnicity (by percent): 1998

Age Group Sex
All Ages,
Drug 12-17 18-25 26-34 35+ Male Female | Both Sexes
Any illicit drug
White, non-Hispanic 10.3 17.6 7.1 3.2 7.7 4.5 6.1
Black, non-Hispanic 9.9 171 9.4 4.8 12.0 5.2 8.2
American Indian/Alaska Native 16.3 24.9 15.5 6.0 16.6 54 9.3
Asian/Pacific Islander 5.2 7.3 2.8 0.7 3.7 1.8 2.8
Hispanic 9.9 11.1 5.4 3.5 7.7 4.5 6.1
Marijuana
White, non-Hispanic 8.7 14.9 5.7 2.5 6.5 3.6 5.0
Black, non-Hispanic 8.3 15.2 74 3.3 9.9 3.8 6.6
American Indian/Alaska Native 10.3 23.3 12.9 54 13.5 5.0 8.0
Asian/Pacific Islander 3.7 7.3 2.8 0.7 3.3 1.8 2.6
Hispanic 7.6 9.0 3.2 2.4 57 3.2 45
Cocaine
White, non-Hispanic 0.9 2.2 1.0 0.3 0.9 0.5 0.7
Black, non-Hispanic * 0.6 2.7 1.3 1.7 0.9 1.3
American Indian/Alaska Native 2.0 2.3 0.3 1.5 3.7 0.2 1.4
Asian/Pacific Islander * 0.3 * * 0.1 0.0 0.0
Hispanic 1.4 2.7 1.1 0.9 1.8 0.8 1.3
Alcohol
White, non-Hispanic 20.9 65.0 65.2 56.2 61.2 49.7 55.3
Black, non-Hispanic 13.1 50.3 54.8 38.3 49.0 32.3 39.8
American Indian/Alaska Native 321 67.4 50.7 40.9 69.1 29.2 43.3
Asian/Pacific Islander 10.5 44.0 37.5 36.7 39.9 29.2 34.5
Hispanic 18.9 50.8 53.1 47.7 56.8 33.6 454
Heavy alcohol**
White, non-Hispanic 34 16.7 7.1 4.2 9.3 25 6.0
Black, non-Hispanic 0.7 6.3 7.8 4.6 8.3 1.8 49
American Indian/Alaska Native 5.2 12.3 16.0 14.3 31.9 3.7 13.7
Asian/Pacific Islander 1.7 4.2 4.8 2.1 5.8 0.1 2.9
Hispanic 2.4 10.5 7.7 5.8 10.3 2.0 6.5
Tobacco cigarettes
White, non-Hispanic 20.5 46.9 341 241 28.9 26.9 27.9
Black, non-Hispanic 13.7 30.7 31.5 32.2 33.8 25.9 29.4
American Indian/Alaska Native 24.7 54.5 46.1 26.8 35.2 29.0 31.2
Asian/Pacific Islander 8.7 27.1 30.7 21.6 30.1 15.1 225
Hispanic 15.1 315 25.4 27.0 314 20.0 25.8

*Low precision, no estimate reported.
**Heavy alcohol use has been defined as “5 or more drinks on the same occasion on at least 5 or more days in the month prior to
assessment,” in accord with the National Household Survey on Drug Abuse specifications on pp. 99 and 102 of source materials.

SOURCE: National Household Survey on Drug Abuse, Substance Abuse and Mental Health Services Administration, Office of Applied
Studies, 1998 public use dataset, 2000a.
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Table 9. Estimated Prevalence of Past-Month Drug Use Among Hispanics in the United
States, by Age and Sex (by percent): NHSDA 1997 and 1998 Data Combined

Age Group Sex
All
Drug 12-17 18-25 26-34 35+ Male Female Persons
Any illegal drug
Hispanic 10.2 10.8 4.6 3.6 7.4 4.5 6.0
Puerto Rican 11.5 15.7 7.9 2.2 8.7 51 6.9
Mexican 9.9 10.4 4.2 4.1 7.5 4.8 6.2
Cuban 9.9 12.1 33 1.0 4.7 2.2 34
Central American 10.1 9.6 4.6 3.0 6.8 35 53
South American 16.5 1.8 * * 2.3 2.0 2.1
Other 8.1 10.7 7.7 7.8 11.9 5.7 8.2
Marijuana
Hispanic 8.0 8.4 2.8 2.3 5.4 3.1 4.3
Puerto Rican 10.7 14.6 4.6 1.4 6.8 4.4 5.6
Mexican 7.6 8.2 2.9 2.8 55 3.6 45
Cuban 6.5 79 29 0.3 3.5 0.9 2.1
Central American 8.0 5.0 1.5 2.3 5.2 1.0 3.2
South American 16.5 1.3 * * 2.1 2.0 2.1
Other 1.8 7.4 4.3 2.5 5.7 1.8 3.4
Cocaine
Hispanic 1.2 2.1 1.0 0.7 1.6 0.5 1.0
Puerto Rican 0.6 2.4 0.9 1.0 1.6 0.8 1.2
Mexican 1.2 2.2 1.0 0.7 1.8 0.4 1.1
Cuban 0.9 4.6 * * 1.0 0.1 0.5
Central American 1.0 0.9 0.7 0.6 0.9 0.5 0.7
South American 4.7 0.6 * * 0.2 1.2 0.6
Other 1.0 1.2 34 1.5 2.0 1.6 1.7
Alcohol
Hispanic 18.9 49.7 52.4 45.3 55.2 32.2 43.9
Puerto Rican 20.1 54.1 54.9 46.6 51.7 394 454
Mexican 18.7 47.7 52.6 44.8 56.1 29.6 43.2
Cuban 23.3 47.9 58.2 39.0 49.2 35.1 4.7
Central American 17.3 53.2 45.8 53.7 575 35.6 47.2
South American 23.9 66.5 62.0 38.6 56.4 32.8 46.0
Other 13.5 52.1 54.2 40.3 514 34.7 415
Heavy alcohol
Hispanic 3.1 9.5 7.0 5.7 10.4 2.1 6.3
Puerto Rican 2.4 11.9 5.4 6.1 8.6 4.3 6.4
Mexican 3.2 9.2 8.6 7.5 12.4 2.2 7.4
Cuban 2.8 4.6 4.5 0.3 3.0 0.6 1.7
Central American 2.5 10.7 4.4 2.1 6.6 1.2 41
South American 114 17.2 0.6 * 6.2 1.5 41
Other 0.9 3.3 * 4.5 7.9 0.1 3.2

(continued on next page)
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Table 9 (continued). Estimated Prevalence of Past-Month Drug Use Among Hispanics in
the United States, by Age and Sex (by percent): NHSDA 1997 and 1998 Data Combined

Age Group Sex
All
Drug 12-17 18-25 26-34 35+ Male Female Persons
Tobacco cigarettes
Hispanic 15.5 31.2 27.0 27.9 31.9 21.1 26.6
Puerto Rican 18.4 35.9 32.1 35.6 334 31.7 325
Mexican 15.2 29.7 27.4 29.2 32.5 20.8 26.9
Cuban 12.6 28.1 241 20.4 26.7 16.1 211
Central American 14.5 37.5 21.7 20.4 28.3 16.3 22.6
South American 26.6 36.4 40.9 27.5 40.2 20.3 315
Other 10.9 24.0 215 22.4 30.4 15.0 21.3

*Low precision, no estimate reported.
**Heavy alcohol use has been defined as “5 or more drinks on the same occasion on at least 5 or more days in the month prior to
assessment,” in accord with National Household Survey on Drug Abuse specifications on pp. 99 and 102 of source materials.

SOURCE: National Household Survey on Drug Abuse, Substance Abuse and Mental Health Services Administration, Office of
Applied Studies, 1997-1998 public use datasets, 1999a and 2000a.

Table 10. Estimated Percentage of Women of Childbearing Age (15-44) Using Drugs,
by Age, Race/Ethnicity, and Population Density: 1998

Any lllicit Drug Marijuana Cocaine Cigarettes
Age Race/ Population
Ethnicity Density Lifetime | Past Year |Past Month| Lifetime | PastYear |Past Month| Lifetime | PastYear |Past Month| Lifetime | Past Year | Past Month
All All Total U.S. 44.6 13.3 7.3 42.4 10.9 5.8 13.3 2.2 0.9 669 34.6 30.9
ages  Groups Nonmetro 37.9 10.5 5.1 35.5 8.6 3.9 8.8 1.9 0.6 68.6 39.8 36.8
Metro 46.1 14.0 7.8 44.0 14 6.3 14.3 2.2 1.0 66.5 334 29.6
White, NH  Total U.S. 51.2 14.2 7.6 49.3 1.7 6.2 15.8 2.4 0.9 738 378 337
Nonmetro 40.4 10.0 4.1 38.3 8.2 3.0 9.3 1.9 0.5 712 409 38.0
Metro 54.2 15.4 8.6 52.4 12.7 71 17.6 25 1.0 746 369 325
Black, NH  Total U.S. 36.0 14.0 8.1 32.6 1.4 6.0 7.5 2.2 1.5 56.7 316 29.5
Nonmetro 25.4 9.9 6.6 21.3 7.0 4.5 4.0 1.6 1.0 583 337 31.3
Metro 37.9 14.7 8.4 34.7 12.2 6.3 8.1 2.4 1.7 564 312 29.2
Hispanic ~ Total U.S. 26.2 10.4 6.1 22.8 8.0 45 8.3 1.6 0.9 49.7 252 21.3
Nonmetro 28.0 141 10.5 24.2 129 9.7 7.7 2.4 1.6 56.1 37.0 333
Metro 26.0 10.0 5.6 22.6 7.4 39 8.4 1.5 0.8 49.0 239 19.9
Others Total U.S. 20.2 6.4 3.0 19.7 52 2.9 6.2 0.2 0.1 385 212 19.9
Nonmetro 36.1 20.6 16.6 35.0 194 15.5 17.7 0.9 0.5 59.1 37.2 31.7
Metro 18.7 5.0 1.8 18.2 3.9 1.7 5.2 0.1 0.1 3.5 197 18.8
15-24 All Total U.S. 37.8 23.2 13.0 35.2 21.2 114 7.0 3.7 1.5 59.4 403 33.8
Groups Nonmetro 30.7 17.0 9.0 28.7 14.9 7.3 5.0 2.7 1.4 643 455 39.6
Metro 40.0 24.9 141 37.0 23.0 12.6 7.6 4.0 1.6 58.0 3838 32.2
White, NH  Total U.S. 42,5 26.3 144 40.5 24.3 129 8.6 4.6 1.8 67.2 476 40.2
Nonmetro 32.8 17.3 8.5 31.0 15.3 7.0 5.4 2.6 1.1 68.6 50.0 43.8
Metro 46.0 29.4 16.4 43.9 274 15.0 9.7 5.3 2.0 66.8  46.8 39.0

(continued on next page)
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Table 10 (continued). Estimated Percentage of Women of Childbearing Age (15-44)
Using Drugs, by Age, Race/Ethnicity, and Population Density: 1998

Any lllicit Drug Marijuana Cocaine Cigarettes
Age Race/ Population
Ethnicity Density Lifetime | Past Year |Past Month| Lifetime | PastYear |PastMonth| Lifetime | PastYear |Past Month| Lifetime | Past Year | Past Month
15-24 Black, NH Total U.S. 30.2 19.4 11.9 26.2 17.6 10.1 1.0 0.5 0.4 42.3 24.7 21.1
Nonmetro 20.4 14.9 11.6 16.4 115 7.6 1.3 1.3 1.3 49.6 24.3 20.9
Metro 31.9 20.1 12.0 27.9 18.6 10.6 0.9 0.4 0.2 41.1 24.8 21.2
Hispanic ~ Total U.S. 30.3 17.7 10.3 26.0 15.0 8.0 7.9 3.7 2.1 47.2 27.5 215
Nonmetro 28.1 21.8 13.9 24.6 19.6 12.5 7.7 5.8 43 47.6 31.9 27.0
Metro 30.5 17.2 9.9 26.2 14.4 7.4 7.9 3.4 1.8 471 26.9 20.8
Others Total U.S. 15.4 7.6 4.6 14.2 7.2 4.3 1.2 0.6 0.3 36.8 22.1 18.4
Nonmetro 17.8 5.7 3.0 17.3 49 2.0 1.7 1.4 0.6 39.9 30.0 20.5
Metro 15.0 8.0 4.9 13.6 7.7 4.7 1.1 0.5 0.3 36.2 20.5 18.0
25-29 Allgroups Total U.S. 42.3 9.1 3.6 40.2 71 29 9.5 1.3 0.5 63.9 34.9 31.1
Nonmetro 34.0 35 1.8 31.8 341 1.5 7.9 0.3 * 61.7 30.6 29.4
Metro 441 10.3 4.0 421 7.9 3.2 9.9 1.5 0.6 64.4 35.8 315
White, NH ~ Total U.S. 50.3 8.8 2.9 48.3 7.0 2.6 10.5 1.0 0.1 72.8 40.8 36.5
Nonmetro 37.1 2.2 0.7 34.8 2.0 0.7 8.2 0.2 * 65.3 31.1 30.6
Metro 54.0 10.7 3.6 52.2 8.4 31 11.1 1.3 0.1 74.9 43.5 38.2
Black, NH  Total U.S. 38.6 14.4 7.7 35.5 10.8 5.7 7.0 3.2 2.2 57.8 27.0 24.4
Nonmetro 201 6.2 5.7 19.1 52 47 0.5 * * 56.6 41.0 339
Metro 411 15.5 7.9 37.7 11.6 5.8 7.9 3.7 2.5 58.0 25.2 23.1
Hispanic ~ Total U.S. 21.3 7.0 35 19.1 4.6 1.9 8.6 1.1 0.4 43.7 21.8 18.0
Nonmetro 8.1 4.0 2.8 6.1 1.9 0.7 5.8 1.9 * 29.7 9.6 8.3
Metro 22.6 7.3 3.6 20.5 49 21 8.9 1.1 0.5 45.1 23.0 19.0
Others Total U.S. 14.4 4.6 1.9 14.0 43 1.8 7.9 0.1 0.1 30.4 21.2 20.9
Nonmetro 61.2 35.2 20.8 59.7 338 19.3 33.6 0.7 0.7 61.5 39.4 394
Metro 10.4 2.0 0.3 10.2 1.8 0.3 5.7 * * 27.8 19.7 194
30-44 All groups Total U.S. 49.2 8.9 5.1 47.2 6.2 35 18.0 1.5 0.8 72.0 31.3 29.2
Nonmetro 44.2 8.0 3.3 41.5 5.9 2.2 11.8 1.8 0.3 73.6 38.6 37.1
Metro 50.2 9.1 5.5 48.4 6.2 37 19.3 1.4 0.9 71.6 29.8 27.5
White, NH  Total U.S. 56.0 9.2 5.4 54.2 6.4 3.6 20.9 1.5 0.7 775 31.9 29.5
Nonmetro 46.7 7.3 2.1 44.4 5.1 0.9 12.3 1.9 0.2 74.8 37.6 36.2
Metro 58.2 9.7 6.2 56.6 6.7 4.3 23.0 1.4 0.8 78.2 30.4 27.9
Black, NH  Total U.S. 39.1 10.0 5.5 36.2 7.3 3.2 12.3 3.1 2.1 66.4 38.1 37.3
Nonmetro 29.8 7.8 3.8 24.9 47 2.6 6.5 2.1 1.1 63.9 375 36.8
Metro 41.0 10.4 5.9 38.5 7.8 34 11815 888 2.3 66.9 38.3 374
Hispanic ~ Total U.S. 25.2 6.5 4.1 21.9 43 3.1 8.5 0.3 0.3 53.9 25.0 22.4
Nonmetro 35.1 11.7 10.8 30.5 1.7 10.8 8.4 * * 72.4 50.9 47.4
Metro 24.1 6.0 3.4 20.9 3.4 2.2 8.5 0.4 0.3 51.8 22.1 19.6
Others Total U.S. 25.1 6.3 2.6 25.0 4.4 25 8.7 * * 42.4 20.7 20.5
Nonmetro 57.7 147 M3 55.4 40.1 40.1 40.1 * * 96.1 50.3 49.7
Metro 235 45 0.6 235 2.7 0.6 7.1 * * 39.8 19.2 191

*Low precision, no estimate reported.

NH: Non-Hispanic.

SOURCE: National Household Survey on Drug Abuse, Substance Abuse and Mental Health Services Administration, Office of Applied
Studies, 1998 public use dataset, 2000a.
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Table 11. Estimated Percentage of Live-Born Infants’ Mothers Who Reported Smoking
During Pregnancy, by Year and Race/Ethnicity, U.S. Final Natality Statistics: 1993-1999

Race/Ethnicity 1993 1994 1995 1996 1997 1998 1999
Race of mother*
African-American 12.7 11.4 10.6 10.2 9.7 9.5 9.3
American Indian/Alaska Native 21.6 21.0 20.9 21.3 20.8 20.2 20.2
Asian/Pacific Islander 4.3 3.6 3.4 3.3 3.2 3.1 2.9
Chinese 1.1 0.9 0.8 0.7 1.0 0.8 0.5
Filipino 4.3 37 3.4 3.5 3.4 3.3 3.3
Hawaiian and part-Hawaiian 17.2 16.0 15.9 15.3 15.8 16.8 14.7
Japanese 6.7 54 52 4.8 4.7 4.8 45
Other Asian/Pacific Islander 3.2 29 2.9 2.7 2.5 24 2.3
White 16.8 15.6 15.0 14.7 14.3 14.0 13.6
Hispanic origin of mother
Hispanic origin 5.0 4.6 4.3 4.3 4.1 4.0 3.7
Cuban 5.0 4.8 4.1 4.7 4.2 3.7 3.3
Central and South American 2.3 1.8 1.8 1.8 1.8 1.5 14
Mexican American 3.7 34 3.1 3.1 2.9 2.8 2.6
Other and unknown Hispanic 9.3 8.1 8.2 9.1 8.5 8.0 7.7
Puerto Rican 11.2 10.9 10.4 11.0 11.0 10.7 10.5
African American, non-Hispanic 12.7 115 10.6 10.3 9.8 9.6 94
White, non-Hispanic 18.6 17.7 171 16.9 16.5 16.2 15.9
Total 15.8 14.6 13.9 13.6 13.2 12.9 12.6

*Includes data for 46 States and the District of Columbia in 1993-1999. Excludes data for California, Indiana, New York (but includes
New York City), and South Dakota, which did not report tobacco use on the birth certificate.

SOURCES: National Center for Health Statistics, 2000; Ventura et al., 1998-2001.
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Table 12. Estimated Percentage of Respondents Who Believe That Selected Drugs
Are Easy to Get for Themselves (Youth and Teens) and by Their Children (Parents),

by Race/Ethnicity: 1997-2000

Drug and White Black Hispanic
Respondent 1997 1998 1999 2000 1997 1998 1999 2000 1997 1998 1999 2000
Marijuana

Youth? 19 13 9 N/A 16 10 13 N/A 21 15 18 N/A

Teens® 60 57 54 54 59 59 57 55 60 56 56 56

Parents® 27 22 34 25 33 36 42 31 22 34 21 20
Cocaine

Youth? 14 7 7 N/A 10 7 8 N/A 14 9 14 N/A
Crack

Youth® 14 9 8 N/A 10 9 8 N/A 13 12 15 N/A
Cocaine/Crack

Parents® 17 7 16 9 26 26 28 20 14 25 14 13

*Easy
"Very easy

N/A: Not available. As of 2000, youth target is no longer surveyed.

SOURCE: Partnership Attitude Tracking Study, Partnership for a Drug-Free America, 2001.

Table 13. Estimated Percentage of Respondents Who Associate Danger/Great Risk

With the Use of Selected Drugs, by Race/Ethnicity: 1997-2000

Drug and White Black Hispanic
Respondent 1997 1998 1999 2000 1997 1998 1999 2000 1997 1998 1999 2000
Marijuana

Youth 80 76 84 N/A 76 76 74 N/A 75 82 73 N/A

Teens 60 61 60 62 58 60 59 59 56 58 56 55

Parents 72 63 63 61 75 64 66 60 71 82 70 67
Cocaine

Youth 82 80 83 N/A 80 79 78 N/A 77 82 73 N/A
Crack

Youth 76 72 79 N/A 80 78 74 N/A 66 75 69 N/A
Cocaine/Crack

Teens 88 87 85 86 74 79 75 77 78 77 79 77

Parents 95 89 92 91 90 86 82 89 88 95 84 79
Inhalants

Youth 61 58 59 N/A 55 54 50 N/A 55 50 51 N/A
Heroin

Youth 58 59 58 N/A 54 51 45 N/A 54 53 46 N/A

N/A: Not available. As of 2000, youth target is no longer surveyed.

SOURCE: Partnership Attitude Tracking Study, Partnership for a Drug-Free America, 2001.
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Table 14. Estimated Percentage of Respondents Who Agree With Selected Statements

About Specific Drugs, by Race/Ethnicity: 1997-2000

White Black Hispanic
Respondent 1997 1998 1999 2000 | 1997 1998 1999 2000 | 1997 1998 1999 2000
Taking drugs scares respondent.
Youth? 68 70 81 N/A 73 73 75 N/A 59 70 75 N/A
Teens® 31 29 33 34 44 40 42 38 33 31 28 27
Smoking marijuana is okay sometimes.
Youth® 13 12 11 N/A 21 13 20 N/A 29 16 19 N/A
Teens® 19 15 14 15 17 17 13 14 18 16 13 17
Parents® 24 27 24 35 20 24 19 20 17 16 16 14
If parents use marijuana, their children are likely to use marijuana.
Parents* 75 70 72 72 56 61 67 55 71 74 79 70
It’s really hard to give my child reasons not to use marijuana.
Parents* 20 14 15 17 18 21 25 19 28 22 36 13
Don’t want to hang around people who use drugs.
Youth? 72 75 84 N/A 70 72 78 N/A 66 70 75 N/A
Teens® 33 28 34 33 44 28 42 41 30 26 30 28
It's okay to sell drugs to make money.
Youth® 6 5 N/A N/A 10 9 N/A N/A 14 9 N/A N/A
Teens® 21 19 17 17 31 31 26 27 27 25 24 24
2Agree a lot.

"Agree strongly.
°Agree a lot/agree a little.
dAgree strongly/agree somewhat.

N/A: Not available. As of 2000, youth target is no longer surveyed.
SOURCE: Partnership Attitude Tracking Study, Partnership for a Drug-Free America, 2001.
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Chapter 4. PREVALENCE OF DRUG USE AMONG YOUTH

This chapter presents data on drug use among minority youth, including age at first use; prevalence of lifetime,
past-month, and past-year use; and longitudinal trends in prevalence of drug use. It also includes a special section
on drug use among American Indian youth. As described in Chapter 3, the lifetime prevalence estimates convey
“cumulative occurrence” of drug taking within the survey population, answering such questions as, “What
proportion of the population has become an illegal drug user?” In comparison, the past-month estimates answer
questions such as, “What proportion has been a recently active illegal drug user?”, with recently active use
defined in terms of the 1-month interval up to and including the day of the assessment.

The most extensive surveys of drug use among U.S. adolescents have been completed as part of the National
Household Survey on Drug Abuse (NHSDA), described in Chapters 1 and 3, and as part of the Monitoring
the Future (MTF) study sponsored by the National Institute on Drug Abuse (NIDA), already described in
Chapter 1. These surveys provide some of the best data available for prevalence estimates of drug use among
young people in this country. Each surveillance tool has its own strengths and limitations. For example, in theory,
the NHSDA sample encompasses truants and dropouts, who are included within the population definition but
may be missing from the sampling frame. By comparison, dropouts are not included in the population definition
for the MTF study, which samples schools, classrooms within schools, and students within classrooms. Truants
are included within the population definition for the MTF study, but they may not be present on the day or
days of classroom assessment via self-report standardized questionnaire. Also contained in this chapter are data
from the Youth Risk Behavior Survey (YRBS), the National Longitudinal Survey of Youth (NLSY), and surveys
of American Indian/Alaska Native students and dropouts, which have been conducted by the Colorado State
University Tri-Ethnic Center for Prevention Research. Each of these studies has the strengths and limitations
noted with the NHSDA and the MTF investigations.

Recent estimates for the age-specific incidence of various drugs help shed new light on recent trends in drug
taking among youth in the United States. For example, based on a retrospective method for modeling past and
recent risk of starting to use marijuana, the NHSDA research team has estimated that the risk of starting to
smoke marijuana increased sharply during the 1960s. For youth ages 12-17 in 1965, the estimated risk of
becoming a new marijuana smoker in that year was just under 1 percent. By 1969-1970, the risk for this age
group had increased to about 3.3 to 4.9 percent per year. Thereafter, there were sustained increases in the risk
of starting to smoke marijuana from 1970 onward, with peak values of about 8 percent per year during the last
few years of the 1970s. Subsequently, the rate dropped to 4.3 to 4.5 percent per year for youth ages 12-17 in
the early 1990s—a reduced level not seen since the late 1960s. During the 1990s, these risk estimates again
increased, with the risk among this group about 8.8 percent in 1996. The 1996 risk estimate is larger than any
other value estimated in the series, and it was followed by risk estimates of 8.5 to 8.7 percent per year in 1997
and 1998 (Substance Abuse and Mental Health Administration 2001a).

Although these estimates are subject to the limitations of the NHSDA data and the retrospective method for
risk estimation, these are the best available epidemiological estimates for risk of becoming a marijuana smoker
in the United States. In addition, recent MTF estimates for the cumulative occurrence (lifetime prevalence) of
cocaine use among 8th-, 10th-, and 12th-graders also show increases between 1995 and 1998 (Johnston et al.
2001). The observation that youth ages 12—17 now may be experiencing record high levels of risk for becoming
marijuana smokers deserves our attention. It is possible that the retrospective method overstates the risk in the
most recent years of any given series. Nevertheless, even if the estimate is off by 10 percent or even 25 percent,
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substantial risk exists for becoming a marijuana smoker during adolescence, with levels of risk corresponding to
values estimated for the United States during the military conflict and war in Vietnam.

The same analytical procedures have been applied to the NHSDA data on cocaine, with similar provocative
results. For example, for youth ages 12-17 alive in the mid-1970s who participated in subsequent NHSDA
assessments, the risk of becoming a new user of cocaine is estimated to have been about 5 to 6 new users
per 1,000 youths per year (Substance Abuse and Mental Health Administration 2001a). Peak levels of risk for
becoming a cocaine user during these adolescent years were observed between 1977 and 1989, with estimated
values between 7 and 11 new cocaine users per 1,000 youths per year, followed by a trough year of 4 to 5 new
users per 1,000 youths in 1991. During the 1990s, the estimated risk values have been increasing and now are
above 10 per 1,000 youths per year (i.e., 1 percent per year). For example, the risk estimate for 1997 is 13 new
cocaine users per 1,000 youths ages 12—17, and the risk of becoming a new cocaine user in 1998 is estimated as
14 per 1,000 per year (i.e., 1.4 percent per year). This apparent return to levels of risk last seen during the
epidemic of the 1980s poses a challenge for new epidemiological investigation. If the estimation procedure is
valid, it is conveying information that signals a need for renewed public health action oriented toward cocaine.

Marijuana and cocaine are not the only two drugs showing recent increases in risk of initiation. For example,
in 1998, the estimated number of new users of hallucinogens among youth ages 12-17 is just over 650,000,
corresponding with an estimated risk of 2 to 3 percent per year. This estimate is four to five times greater than
the corresponding risk estimate for the “flower power” years of the late 1960s, and the risk level has doubled
since the late 1980s. Risk estimates for becoming a new illegal user of stimulant drugs in adolescence now are
at about one-half the level of risk of becoming a new user of hallucinogens (Substance Abuse and Mental Health
Administration 2001a).

These risk estimates convey values that were developed for the entire U.S. population and may not hold for all
subgroups within the population. For example, Gfroerer and Brodsky (1992) used NHSDA data and a similar
analysis methodology to estimate the risk of becoming a new cocaine user between 1976 and 1989, producing
separate estimates for non-Hispanic Whites, non-Hispanic Blacks, and Hispanics in the United States, already
presented in Figure 4 in Chapter 3. As depicted in that figure, Gfroerer and Brodsky (1992) observed that, for
Whites, the number of new initiates reached a peak in the early 1980s, while the number of new Black and
Hispanic initiates did not peak until later in the 1980s. Hence, the national epidemic of cocaine use in the
United States really may be subdivided into different experiences, with an earlier epidemic trend and peak for
White Americans and a later peak for Blacks and Hispanic Americans.

Because initiation of illegal drug use, alcohol, and tobacco smoking tends to occur during adolescence, NHSDA
and the MTF study assume crucial i